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INTRODUCTION 

Scoye  of  Inouirv*  The  Hospitals  Survey  Unit  has  studied  the 
admlnistratiye  organization  of  specific  agencies  in  the  State 
Government  vdiich  are  now  providing  hospital  careo  In  additionp 
the  activities  of  the  State  Department  of  Health  related  to 
hospital  survey  and  construction  and  hospital  lioensing^ave 
been  studied.  The  role  of  the  State  in  relation  to  TDluntary 
hospitsds  has  been  e^loredo  Methods  used  by  State  agencies  in 
purchasing  hospital  care  for  their  beneficiaries  have  been 
examined.  Consideration  has  been  given  to  the  effects  of  medical 
and  hospital  insurance  plans  on  payment  for  care  and  in  hospital 
planning  and  administration o  Throughout  the  inquiry  the  inter- 
relatedness  of  public  healthy  welfare  and  education  prcgrans  has 
been  uppermost  in  ourminds* 

The  Survey  Unit  has  not  attempted  an  analysis  of  the  intenaal 
operations  of  the  individual  agencies,  nor  any  evaluation  ©f  the 
quality  of  medical  and  hospital  care  provided. 

Methods  of  study o   Survey  staff  members  have  interviewed  agency 
executives  and  board  members  regarding  organiziational  structure, 
available  services  and  facilities^  and  programneeds  fzr  m:.re 
effective  discharge  of  the  agency* s  statutory  responsibilities» 
The  legislative  basis  for  the  various  programs  has  been  studiedj 
annual  reports  have  been  examinedp  and  statistical  and  financial  data 
have  been  analyzed*  Visits  to  most  of  the  hospitals  offered  an 
opportunity  for  at  least  a  general  appraisal  of  the  physical  plant 
and  facilities*  Reports  of  previous  studies  of  problems  in  the 
fields  of  chronic  illness,  alcoholismp  tuberculosisp  medical  care 
for  the  needy,  mental  illness  and  mental  defect  have  been  reviewed, 
as  well  as  recommendations  of  earlier  crganissational  surveys  in 
Connecticut* 

Assumptions*  The  Hospitals  Survey  Uzit,  throughout  the  survey;,  has 
had  in  mind  the  following  basic  assumptions: 

(^)  That  the  State  of  Connecticut,  in  providing  medical  and 

hospital  services,  has  recognised  its  obligation  to  assure 
its  citisens  the  highest  possible  standard  of  care; 

(2)  That'  hospitals  can  generally  be  considered  to  have  a  three- 
fold mission:  (a)  service  to  patientS|  (b)  training  of 
idiysicians  and  allied  medical  personnel,  and  (c)  research 
for  the  advancement  of  medicine;  and  that  for  the  purpose 

of  assuring  a  high  quality  of  service,  eradication  of  disease 
and  premetion  of  health,  medical  education  and  research  are  fully 
as  important  as  patient  care; 

(3)  That  hospital  care  is  broadly  interpreted  as  including  services 
on  both  an  in-patient  and  out-patient  basis; 

(4)  That  adequacy  of  hospital  services  depends  in  large  measure 
upon  continuity  of  care  achtved  for  each  individual,  and  the 
appropriate  integration  of  preventive  measures  with  diagnostic 
and  treatment  services; 
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(5)  That  Connecticut  would  create  a  State  health  agency  vrtiich 
would  be  recognized  as  the  principal  organizational  unit  for 
the  promotion  of  health  of  its  citizens  and  as  the  focal  point 
for  all  health  and  medical  care  fxinctions  assumed  by  the  State 
government,  rather  than  as  an  agency  concerned  primarily  with 
pre vent ivemea suras  and  environmental  health  services;  and 

(6)  That  Connetticut,  in  the  interests  of  the  most  efficient  and 
econorical  operation  of  hospital  and  health  programs  would 
wish  to  utilize  existing  hospital  resources,  both  governmental 
and  non-governmental,  to  the  maximum  possible  extent, rather 
than  to  expand  tax  funds  for  building  and  equipping  new 
hospital  facilities. 

Acknowledgments .  The  Hospitals  Survey  Unit  is  indebted  to  the 
members  of  the°^arious  Commissions  and  Boards  of  Trustees,  and 
to  their  staff  members j,  for  cooperation  in  this  survey  of  organiza- 
tional structure c  They  gave  freely  of  their  time  to  a  consideration 
of  the  current  structure  and  program  needs  and  were  gracious  in 
supplying  information  essential  to  the  study. 
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CONCLUSIONS  AND  REC0?©IENDATIONS 

State  Beneficiaries 

The  State  of  Connecticut  has  specific  responsibility  in  the 
provision  of  medical  and  hospital  care  for  certain  categories  of 
ita  citizens •  In  discharging  this  responsibility,  the  State  may 
either  provide  the  service  through  its  own  facilities  or  may  elect 
to  purchase  care  from  existing  non-governmental  institutions  or 
organizations.  Thus  far,  the  State  has  concerned  itself  primarily 
with  the  provision  of  institutional  care  for  individuals  requiring 
prolonged  treatment,  i.e.,  patients  with  tuberculosis,  mental  disease, 
the  mentally  def active,  and  irors  recently,  for  the  chronically  ill. 
Care  for  these  patients  is  costly  and  generally  has  not  been  provided 
for  indigent  patients  by  voluntary  organizations. 

¥e  believe  that  it  would  be  to  the  advantage  of  the  State  to 
limit  its  operation  of  facilities  to  those  for  tuberculosis,  mental 
disease,  and  mental  defect.  w*e  do  not  believe  that  the  State  sh:uld 
operate  its  ovm  general  hospitals  since  it  could  obtain  adequate 
service  by  purchasing  this  care  from  existing  general  hospitals. 
Similarly,  in  the  care  of  patients  v/ith  chronic  diseases  and  alcohclism 
more  adequate  facilities  car.  be  provided  through  cooperation  v,ith  the 
general  hospitals.  The  State  should  assist  the  hospitals  in  develop- 
ing the  facilities  by  providing  funds  for  capital  investment.  There 
are  many  methods  by  which  the  State  could  rr;aks  these  funds  available 
to  the  individual  hospitals  or  itself  construct  the  facilities  in 
connection  with  the  general  hospitals. 

We  recoagnend 


That  the  State  of  Connecticut  limit  its  operation  of 

hospital  facilities  to  those  for  tuberculosis^  mental 

disease  and  mental  defect; 

That  the  State  obtain  general  care  for  its  beneficiaries 

by  purchase  of  service  from  existing  voluntary  hospitals; 

and 

That  the  State  assist  the  hospitals  in  establishing 

facilities  for  the  chronically  ill  and  alcoholic  patients 

and  purchase  services  from  these  institutions  rather  than 

establish  its  own  facilities. 

The  State  of  Connecticut  has  provided  speical  facilities  for 
the  care  of  Veterans.  Since  the  serfices  required  by  Veterans 
represent  a  cross  section  of  all  services  required  bj^  the  community, 
we  believe  that  the  maintenance  of  special  facilities  is  an  un- 
necessary duplication.  Better  service  could  be  assured  the  Veterans 
if  these  services  were  provided  through  the  organized  departments  of 
the  State  or  purchased  whenever  necessary  from  non-governmental 
hospitals  and  organizations. 

We  recomrp«j»nd 

That  the  services  for  Veterans  be  provided  through  regular 
departments  of  the  State  Goverr^.ent  or  purchased  (whenever 
necessary)  from  non-governmental  hespitals  and  organisations. 
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Th&   State  has  an  obligation  to  provide  medical  and  hospital 
service  to  indigents.  Thus  far, no  effective  program  has  been 
established*  We  believe  that  a  medical  care  program  should  be 
developed  within  the  Department  of  Health.  Such  a  program  might 
be  patterned  upon  the  medical  care  plans  of  the  State  of  Maryland 
and  the  City  of  Baltimore. 

* 

We  recommend 

That  a  medical  care  program  be  developed  in  the 
Department  of  Health. 

Prevention,,  .S^rly  Treatment  and  Research 


The  hospital  programs  in  most  states  were  developed  to  provide 
primarily  institutional  care.  This  is  particularly  true  for  patients 
with  mental  disease.  Sraphasis  on  the  institutional  phase  of  medical 
care  results  in  the  ever-increasing  demand  for  additional  facilities. 
This,  in  turn^  stultifies  any  progressive  program  -vdiich  would,  in  the 
long  run^  sither  reduce  the  total  facilities  necessary  or  improve 
the  general  health  and  well  being  of  the  people. 

It  is  safe  to  say  that  more  emphasis  on  prevention  and  early 
treatment  would  result  in  material  savings  to  the  State.  These 
savings  vd.ll  not  necessarily  be  reflected  in  diminished  expenditures 
since  they  will  undoubtedly  be  used  to  provide  better  services  for 
the  patients, thus  increasing  the  oroductivity  of  these  individuals. 
A  productive  community,  however.  Is  a  real  asset  to  the  State  and  a 
factor  which  should  not  be  overlooked  in  balancing  budgetary  items. 

Specifically,  the  State  should  greatly  augment  services  for 
ambulatory  patients.  Such  services  should  be  expanded  in  the 
volimtary  as  well  as  the  State  hospitals.  More  adgqviate  facilities 
for  the  care  of  ambulatory  patients,  particularly  those  with  mental 
disease,  chronic  illness  and  alcoholism,  would  at  least  reduce  r%- 
admissions  to  the  institutions,  if  not  actually  decrease  the 
hospital  bed  requirements. 


That  the  State  establish  effective  psychiatric  clinics 

UTall  Stat©  hospitals,  as  part  of  its  over -all  program 

That  the  State  encourage  and  assist  in  the  establishment 

of  psychiatric  clinics  and  units  in  general  hospitals,  for 

in-patient  ear@f 

That  clinics  and  units  for  the  care  of  alcoholics  be 

established  in  general  hospitals;  and 

That  more  facilities  for  the  early  diagnosis  and  treatment 

of  patients  suffering  from  tuberculosis  be  established 

in  general  hospitals. 

The  State  of  Connecticut  has  for  years  attempted  to  obtain 
payment  for  the  cost  of  service  rendered  to  patients  with  tubercu- 
losis from  the  patient  or  his  family.  The  total  amount  collected 
is  negligible  and  undoubtedly  discourages  the  early  treatment  of 
these  patients.  Tuberculosis  is  a  preventable  condition  and  one 
involving  serious  public  hasard.  Only  through  early  diagnosis  and 
treatment  may  we  expect  elimination  of  the  disease e 
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We  reooam^nd 

That  the  State  disoontinue  its  practice  of  attempting  to 
collect  for  the  cost  of  treatment  of  patients  with 
tuberculosis  and  adopt  the  practice  of  providing  total 
care  without  charge  as  a  protective  public  health  program* 

The  Staters  emphasis  should  be  on  program  rather  than  on  in- 
stitutional careo  In  all  types  of  care  there  is  not  only  the  in- 
stitutional phase 9  but  also  the  follow-up  phase  as  well  as  prevention 
and  service  to  the  ambulatory  patient.  Such  services  are  integral 
parts  of  any  program  involving  medical  care*  For  this  reason^  the 
State  should  avo^  the  establishment  of  any  depairtment  which  will 
deal  with  only  one  phase  of  the  total  treatment  necessary*  Hence  we 
do  not  recommend  the  establishment  of  a  department  of  institutions* 

Budgets  of  the  various  departments  and  for  medical  care  should 
include  some  provision  for  research  not  only  inmedical  care,  but 
also  in  the  distribution  of  services  to  the  public* 

Teaching;  and  Training 


The  quality  of  medical  and  hospitial  care  rendered  to  the  oitiaens 
of  the  State  depends  on  the  skills  and  quality  of  the  medical  staff  and 
ancillary  personnel.  The  State  of  Connecticut  has  not,  in  the  past, 
made  full  use  of  its  facilities  for  the  furthering  of  medical  knowledge 
and  for  the  training  of  young  doctors  in  the  various  fields  of 
medicine*  Closer  relationships  with  the  medical  school  and  teaching 
hospitals  would  greatly  increase  the  standard  of  care  in  the  institu- 
tions operated  by  the  State  as  well  as  in  the  community  as  a  whole « 

We  reconmend 

That  affiliation  with  the  medical  schools  and  teaching 
hospitals  be  developed  throughout  the  State  and  that 
additional  facilities  reqxiired  by  the  State  be  developed 
in  cooperation  with  existing  hospitals* 

Planning  for  the  Future 

Although  government's  obligation  to  provide  medical  and  hospital 
care  is  limited  to  those  who  cannot  afford  to  pay  for  th®ir  care,  the 
State  has  further  responsibility  to  assure  its  citizens  of  medical 
care  of  the  highest  quality*  The  provision  of  good  medical  and 
hospital  care  requires  many  varied  services  and  facilities,  both 
governmental  and  non-governmental*  Full  utilization  of  resources  is 
attained  through  coordination  of  facilities  as  well  as  of  the  programs 
carried  on  by  all  of  the institutions  and  hospitals*  A  comprehensive 
plan  for  future  development  isnecessary  for  the  State  as  well  as 
for  the  voluntary  institutions.  Unnecessary  facilities  are  costly 
and  should  be  avoided. 

Over-all  planning  requires  specialized  skills  and  personnel. 
Associated  with  planning  is  the  problem  of  licensing  and  inspection 
of  hospitals  and  related  facilities. 
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Licensing  and  inspection  have  not  been  effective  (in  most  states) 
except  in  maintaining  very  minimal  standards  of  facilities.  If  A 
good  hospital  system  is  to  be  developed,  then  licensing  andinspection 
are  most  important.  Inspection  should  not  be  considered  as  a  police 
function  but  rather  as  an  opportunity  for  the  education  of  those 
responsible  for  the  medical  care  in  the  various  institutions. 
Departments  responsible  for  the  operation  of  facilities  cannot 
properly  discharge  the  functions  of  licensing  and  inspection »  We 
believe  that  the  responsibility  for  over-all  planning  as  well  as  for 
licensing  and  inspection  should  be  placed  in  a  separate  unit  of 
government  vrfiich  can  utilize  locals  regional  and  vol'ontary  organiza- 
tions to  develop  standards  of  programs  as  well  as  of  facilities.  V/e 
do  not  believe  that  the  usual  State  department  for  planning  for 
capital  expenditures  is  adequate  since  it  cannot  develop  the  programs 
which  are  necessary. 

Til©  planning  unit  should  also  develop  information  on  costs  of 
hospital  operation  '.-rfiieh  can  be  used  as  a  basis  for  payments  to 
voluntary  organizations. 

^.ve  recommend 

That  a  unit  for  planning  and  resources  for  hospitals 
and  related  facilities  be  developed  in  the  State 
Govemmsnt.  W©  consider  this  most  important  for  the 
future  development  of  a  hospital  system  and  medical 
care  program  in  the  State  of  Connecticut. 

Hospital  and  Medical  Care  Insurance 

The  State  of  Connecticut  should  be  vitally  interested  in  hospital 
and  medical  cars  insurance.  Through  insurance  more  and  more  people 
aro  abl©  to  pay  for  medical  and  hospital  care.  If  a  larger 
proportion  of  the  population  were  covered  by  voluntary  insurance,  the 
demands  upon  the  State  for  hospital  and  medical  care  assistance  v/ould 
b3  materially  reduced.  This  is  particularly  true  if  the  insurance 
coverage  for  the  low  income  group  were  provided  by  industry. 

Ths  Blue  Cross  plan  has  made  some  progress  in  Connecticut.  The 
coverage  provided  is  not  as  comprehensive  as  it  might  beo  Nevertheless 
the  Blue  Cross  ?^an  in  Connecticut  is  already  meeting  a  sizeable 
proportion  of  the  hospital  budget  in  the  State. 


That  the  State  use  every  means  at  its  disposal  to 
encourage  the  expansion  of  Blue  Cross  Plans  and 
commercial  insurance  to  include  individuals  in 
the  low  income  brackets* 

Org;aniaation  within  the  State  Government 

In  Connecticutj,  16  State  agencies  are  directly  concerned  with 
hospital  services.  Twelve  of  these  are  concerned  with  operation  of 
Stat©  hospitals.  The  over-all  picture  is  one  of  confused  responsi- 
bilitys  inadequate  coordination,  lack  of  central  leadership  and 
uneven  development  of  services. 
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As  a  step  toward  achirving  more  efficient  and  economical 
methods  of  operation  and  a  more  effective  program  for  the  conquest 
of  disease  and  the  promotion  of health,  we  have  recommended  con- 
solidation of  the  functions  of  these  16  agencies  into  three  depart- 
ments of  the  State  government  and  an  ex  officio  board. 

We  recommend 

That  the  following  new  agencies  be  created: 

Ae  A  Department  of  Msntal  Health,  i-siiich  would  be  the 

central  unit  for  promotion  of  mental  health,  including 
services  to  the  mentally  ill,  mentally  defective 
and  alcoholic,  and 

B«  A  Board  of  Planning  and  Rgsources,  VkMch  v;ould  ba  the 
focal  point  for  hospital  survey,  coordination  and  con- 
struction, licensing  and  pajmisnt  policiese  This 
Board  woxild  be  composed  of  the  Coirimissioners  of  Mental 
Health,  Health  and  Welfare  (and,  possibly  Corrections}, 
and  would  havea  full-time  staff,  including  a  Dirsctcro 

That  the  following  existing  departrr.ents  assume  the  additional 
functions  indicated; 

A,  The  Department  of  Health,  to  v.'-hich  v?ould  ba  added 
responsibility  for  medical  and  hospital  care  for 
tuberculosis  and  other  long-term  illnesses,  medical 
care  of  public  assistance  recipients  and  hospital 
care  of  veterans;  and 

B.  The  Department  of  Welfare,  to  whMi  would  be  added 
responsibility  for  doiriciliary  care  of  the  aged  and 
such  other  persons  needing  such  care,  and  related 
welfare  services. 

A  prerequisite  to  the  development  of  stror^g  departments  is  the 
selection  of  well-qualified  Commissioners,  Their  appiintmsts  should 
be  made  after  consultation  i-dth  individuals  cf  national  eminence  in 
the  field*.  They  shovild  have  direct  access  to  the  chief  executive 
officer  of  th©  State  ~-  the  Governor*  ^There  ^ould  not  be  Governor's 
assistants  with  responsibility  for  specific  groups  of  departirents, 
i.eop  deputies  with  portfolio^  between  the  Commissioners  and  the 
Governor. 

Squally  important  is  a  sound  merit  system  for  personnel  vdthin 
the  departments  below  the  level  of  Commissioner.  This  will  do  much 
to  develop  a  corps  of  capable  and  efficient  admiriistrators. 

We  believe  that  advisory  groups  of  professionaii  and  community 
leaders  should  be  appointed  to  the  Depaetment  of  Mental  Health,  Health 
and  Welfare  and  to  some  of  the  major  units  within  these  Departments* 
It  will  behoove  those  charged  with  responsibility  for  the  State's 
health  programs  to  welcome  the  advice  of  such  voluntary  groups.  The 
greater  the  citiaen  participation  in  planning,  the  greater  the  likeli- 
hood of  successful  programs,  not  only  because  these  programs  will  be 


tinal  Rttpoet 

Survey  Iftiit  #13  -61  Decamber  1949 

Hospitals 

Chapter  I 

accepted  more  readily  and  supported  more  willingly,  but  because 
their  objectives  and  their  formulation  will  be  bitter  attuned  to 
the  needs  of  the  State.  Through  these  advisory  groups  the  satisfaction 
or  dissatisfaction,  of  the  people  can  achieve  expression  and  enforce 
a  most  desirable  and  democratic  pressure  to  ensure  continuing 
suitable  health  and  hospital  programs* 

CHAPTSR  II 

*~Sq:ATE  AGENCIES  CONCERlNfED  V/ITH  HSSPITAL  CARE:  THE  GENERAL 
ORGANIZATIONAL  STRUCTURE 

Tha  Problem:  Is  the  present  organization  of  hospital  and  health 
servisas  such  that  the  State  of  Connecticut  can 
assure  its  citizens  adequate  care,  efficiently  and 
econoirically  rendered'^ 

Finding;;. 

The  Stat©  is  presently  discharging  its  responsibilities  for  pro- 
\d3i.on  of  hospital  and  health  care  in  a  variety  of  ways  and  through  a 
multiplicity  of  agencies*  The  result  is  a  confused  picture  of  re- 
sponsibility, insufficient  coordination  of  programs  an4  uneven 
development  of  3ervle@e« 

Sixteen  State  agencies  are  directly  concerned  with  hospital 
services*  Administrative  responsibility  for  programs  of  institutional 
car©  and  related  extramural  services  is  vested  in  12  State  agencies. 
These  12  agencies  include  four  separate  commissions,  two  coordinating 
committees  with  limited  administrative  authority,  and  gcverning 
boards  of  trustees  for  five  separate  institutions.  Making  up  this 
group  of  12  are  J 

(1)  Tuberculosis  Commission| 

(2)  Veterans*  Home  and  Hospital  Commission; 

(3)  CoKmiission  on  Alooh*lismj 

(4)  Commission  on  the  Care  and  Treatment  of  the  Chronically 

111,  Aged  and  infijrm; 

(5)  Board  of  Trustees  of  the  Fairfield  State  Hospital; 
lb]     Board  of  Trustees  of  the  Connecticut  State  Hos^dLtal; 

(7)  Board  of  Trustees  of  the  Norwich  State  Hospital; 

(8)  Board  of  Trustees  of  the  Southbury  Training  School; 
(9/  Board  of  Trustees  of  the  Mansfield  Training  School  and 

Hospital; 

(10)  Mansfield-Southbury  Social  Service  Department; 

(11)  Joint  Committee  of  the  State  Training  Schools; and 

(12)  Joint  Committee  of  the  State  Mexta^  Hospitals. 

In  addition  to  these  12  agencies  is  the  Humane  and  Welfare 
Institutions  Building  Program  Commission,  which  has  been  established 
for  the  review  and  coordination  of  planning  for  capital  expenditures 
for  construction  of  State  hospitals  and  other  institutions.  This 
-Commission  serves  as  a  central  planning  body  for  improvements  in 
plant  and  equipment  for/  the  State  hospitals  and  welfare  institutions. 
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Also,  an  ex-officio  Hospital  Cost  Coimnission  has  bean  establishod 
to  study  problems  isvolvad  in  payment  of  eosts  to  voluntary  hospitals* 

Still  anothsr  State  agency  vitally  coacBrned  vdth  State 
hospital  programs  is  the  State  Department-  of  Health.  In  carrying  out 
its  central  planning  and  coordinating  functions  under  the  Federal 
Hospital  Survey  and  Construction  Act  (Public  Law  725,  79th  Congress), 
through  its  distributionof  Federal  funds  for  hospital  construction 
and  through  its  stimulation  of  regional  planning  activities,  it 
has  an  important  part  to  play  in  promoting  maximum  utilization  of 
hospital  facilities  and  in  relating  governmental  hospitals  to 
voluntary  facilities. 

Another  governmental  function  of  vital  importance  to  hospitals 
is  the  licensing  and  inspection  of  hospitals  and  related  facilities 
(such  as  convalescent  homes,  nursing  homes,  and  homes  for  the  aged). 
Responsibility  for  varidus  areas  of  the  licensing  and  inspection 
function  is  divided  among  three  bureaus  of  the  State  Department  of 
Health,  the  Public  Welfare  Goiincil  and  the  Tuberculosis  Gomrcissiono 

Contributing  to  the  complexity  of  the  hospital  field  in 
Connecticut  is  the  multiplicity  of  State  agencies  v.iiich  currently 
purchase  medical  and  hospital  care  for  eligible  individuals. 
Approximately  15  different  state  agencies,  in  addition  to  local 
governmental  imitsj  purchase  hospital  care  for- their  beneficiaries. 

fhB   State  legislature  now  makes  annual  liysp-sian  grants  to  34  non- 
governmental hospitals.  No  objective  criteria  for  determining  the 
relative  needsof  the  respective  hospitals  for  such  subsidies  or  a 
valid  basis  for  equitable  allocation  of  funds  according  to  services 
rendered  have  been  developed;  nor  are  such  subsidies  conditioned  upon 
defined  standards  of  care. 

Conclusions 

Connecticut* s  present  organizational  structure  in  the  hospital 
field,  is  not,  in  our  opinion,  one  which  is  best  adapted  to  the  most 
effective  discharge  of  statutory  responsibilities  in  the  field  of 
health  and  hospital  care.  Problems  of  medidal  and  hospital  care  have 
become  so  complex  that  their  solution  cannot  be  left  to  isolated  units 
of  government  operating  vdthout  centralised  planning  and  direction  or 
without  effective  coordination.  The  number  of  specialized  services 
necessary  for  adequate  care  has  likevdse  increased,  ?|ith  the  result 
that  coordination  is  increasingly  important  in  all  aspects  of 
medical  and  hospital  care.  Efficient  organizationv&f  ser^fice-is 
necessary  if  the  people  are  to  receive  adequate  care  at  the  time  of 
need.  Efficient  organization  is  likevd-sff^ecessary  if  fiill  utiliza- 
tion of  all  rssources  is  to  be  attained.  The  fact  that  Connecticut 
is  a  relatively  small  State  does  not  justify  the  perpetuation  of 
obsolete  and  inefficfent  methods  of  administration. 

In  the  State  as  a  '^ole,  there  are  so  many  individual  units 
(commissions,  boards  of  trustees,  and  joint  committees)  that  a 
compshensive,  coordinated  progtam  in  the  hospital  field  is  impossible. 
The  recent  creation  of  joint  coordinating  committees  has  been  in 
response  to  the  demand  for  increased  coordination  of  activities. 
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This  trend  toward  consolidation  of  functions  has  been  apparent 
in  other  states  of  the  country  during  the  20th  Century;  but  many 
states  have  moved  more  rapidly  toward  administrative  integration 
of  their  programs*  The  people  of  Connecticut  have  stressed  the 
values  of  administration  of  State  institutions  by  individual  governing 
boards o  They  have  amphasisad  that  the  trustee  system  provides  a 
means  for  an  active,  interested  group  of  citisens  to  promo/te  one 
program  of  high  standards j,  rather  than  one  at  the  "deadlevel"  of 
general  State  services?  that  ccmtpetition  and  rivalry  are  healty  and 
lead  to  improvements  in  program;  and  that  local  governing  boards 
are  closer  to  the  community  and  the  people  and  have  a  better  under- 
standing of  local  needs  than  a  distant  state  official. 

On  the  other  hand,  autonomy  of  individual  institutions  has 
decided  weaknesses  in  the  hospital  field  as  in  other  areas.  Chief 
among  such  weaknesses  are: 

(1)  Absence  of  authority,  structure  or  mechanism  for 
comprehensive,  State-vdde  planning  necessary  for  the  most 
effective  and  economical  methods  of  operation  of  programs; 

(2)  Pre-occupation  with  institutional  problems  to  the  exclusion 
of  State»vd.de  ones  or  of  alternative  forms  of  care; 

(3)  Rivalry  between  institutions  for  appropriations  and  lack  of 
consideration  of  needs  of  the  State  as  a  ^•^ole;  and 

(4)  Uneven  development  of  program  and  services,  depending  in 
part  upon  the  breadth  of  vision  and  activity  of  the 
individual  governing  boards. 

At  the  same  time  that  Connecticut  has  moved  toward  a  limited 
consolidatiDn  of  programs  in  the  hopsital  field,  it  has  retained  the 
principle  of  a  plural  executive  through  its  use  of  commissions, 
These  commissions  are  composed  of  individuals  who  serve  without 
compensation,  and,  at  best,  on  a  part-time  or  an  intermittent  basis = 

Most  students  of  government  feel  that  a  plura  executive  form  of 
organization  is  undesirabib  for  the  discharge  of  operating  responsi- 
bilities, although  they  recognize  that  an  administrative  board  may 
be  an  appropriate  type  of  organization  for  an  organisational  unit  with 
quasi-Judicial  or  quasi-legislative  functions,  or  for  investigation, 
stadv,  deliberation^  and  determination  of  policy »  The  weaknesses  of 
a  plural  executive  are  wsll  known:  lack  of  definition  of  leadership, 
delay  in  acting,  compromise  decisions,  and  difficulty  in  fixing 
responsibility. 

The  fact  that  commission  and  board  members  serv^«  without  pay 
does  not  necessarily  result  in  economy.  Delays  in  initiating  programs 
and  services  may  be  costly;  delays  in  decisions  may  involve  higher 
expenses. 

Community  participation  in  governmental  affairs,  particularly  in 
the  fields  of  medic^and  hospital  care,  and  indeed  in  all  social 
welfare  programs  is  most  desirabelo  However,  such  participation  cai 
be  fostertid  ;^dthout  necessarily  invlving  public-spirited  citizens 
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in  the  actual  operation  of  institutions  and  programs.  If  the 
responsibility  for  actual  operation  of  governmental  services  is  not 
placed  in  the  chief  executive  of  the  State  Government  and  his 
subordinates^  the  general  public  has  less  opportunity  to  make  its 
demands  known^  to  criticize  constructively  the  services  rendered, 
and  to  take  steps  for  improvement  of  public  programs.  The  present 
di^ion  of  responsibility  among  so  many  units  of  the  State  Govern- 
ment makes  it  difficult  to  achieve  public  understanding  -^f ,  and 
interest  in,  tax-supported  services.  Without  an  informedxand 
actively  interested  citizenryj,it  is  difficult  to  secxire  support 
for  improved  progran-is. 

In  Connecticut,  of  particular  importance  is  the  development 
of  a  comprehensive  plan  for  physical  facilities.  The  resources  of 
the  State,  even  though  sufficient  in  number,  may  prove  to  be  inadequate 
unless  coordinated  into  a  total  program.  Non-go vermiental  facilities 
are  important,  but  at  present  there  is  little  stimxilus  for  voluntary 
agencies  to  work  out  effective  programs  '/d.th  State  agencies  becaase 
of  the  multiplicity  of  agencies  vdth  limited  responsibilities  in 
the  field  of  health. 

Because  of  the  limited  scope  and  authority  granted  to  many  of 
the  established  agencies,  the  establishment  of  new  commissions  or 
agencies  is  almost  a  necessity  in  order  to  aarry  out  investigations 
or  to  initiate  programs  in  new  and  expanding  fields  of  hospital  and 
medical  care.  It  should  be  possible  to  make  studies  and  initiate 
new  programs  vdthin  the  framev^ork  of  broad  categories  or 
functional  areas,  without  creation  of  new  organizational  units. 

Recommendations 

(1)  The  present  organizational  structure,  in  which  16  State 
agencies  are  operating  in 'the  field  "of  hospital  care.  shouX(i"£e 
cha,ng;ed»  Responsibilities  of  these  agencies  shoxud  b^  consoliaated 
into  three  departments  of  the'  State  government; 

The  Department  of  Health,  a  proposed  Department  of  Mental  Health, 
and  the  Department  of  Welfare .i/  Inter-departmental  planning  and 
coordination  ^irould  b@  accomplished  through  an  §x   officio  Board  of 
Planning  and  Resources,  composed  of  the  CommissToners  of  Health, 
Mental  Health  and  Welfare* 

(2)  Sach  department  should  be  headed  by  a  single  executive. 
appointed  by  and  responsiliXe'to  the  Governor*  Ample  provisions 
should  be  made  for  citizen  participation  through  advisory  committee So 

(3)  The  proposed  re -distribution  of  existing  functions  among 
the  four  agencies  is  showri  in  the  follovdng  chart: 


Fcra  discussion  of  otlier  possible  forms  of  organization  v^ich' 
were  considered  by  the  Survey  Unit,  see  Appendix  A, 
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PROPOSED  REALLOCATION  OF  FUNCTIONS 
OF  EXISTING  "HOSPITAL  AGBNGIBS" 


Agency  and  Fxxnction 


To  ba  transferred  to 


^  New  agency' 


«T)ept.  «  Board  oi*  «  13ept.  »  Dept. 

«  of    »  Planning  «  of    »  of 

<  Mental*  and     »  Health'  Wel- 

'  Health*  Resources'      '  fare 

>S — > >.»JL « 


JteCom.  of  State  Mental  Hospitals 
Connecticut  State  Hospital 
Fairfield  State  Hospital 
Norwich  State  Hospital 
Mansfield  Training  School 
Jta  Com*  of  State  Training  Schools 
Southbury  Training  School 
Mansiield^Southbury  S.S.  Dept. 
Commission  on  Alcoholism 
Conunission  on  Care  and  Treatment  of 
Chronically  111,  Aged  and  Infirm 

Chronic  illness 

Domiciliary  care  and  x'elated 
services  for  aged  and  infirm 
Veterans'  Home  and  Hospital  Commission 

Hospital 

Domiciliary 

Other 
State  Department  of  Health 

Bureau  of  Mental  Hygiene 

Licensing  of  mental  hospitals 

Other  functions 

Hospital  coordination  and 
construction 
Hospital  licensing  and 

inspection 
Public  Welfare  Coioncil 

Licensing  or  inspection  of 

private  mental  hospitals 

and  homes  for  aged 
Hospital  Cost  Commission 
Tuberculosi's  Commission 

Administration J  Case-finding^ 

out-patient  services 

Operation  of  5  sanatoria 
Department  of  V/elfare 

Medical  assistance 
Humane  k  V/'elfare  Institutions 
Euilding  Program  Commission 


X 
X 
X 
X 

X  a/ 
X  a^ 
X  a/ 
X  a/ 

X 


X  y 


Possibility  of  transfer  to  the  Stat©  Department  of  Education 
has  alsc  been  considered » 

Unless  the  Veterans*  Home  and  Hospital  Comml&sionis  consolidated 
with  other  veterans*  agencies  to  form  a  single  department  of 
veterans  '  affairs* 
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(4)  A  new  Department  of  Mental  Health  should  be  established, 

headed  by  a  CemHSSlOTSr  61   Mfititiai  HA&l«h,  &iiifi.«l«it6a  Bjr  &Xi& — 

responsible  to  the  Governor* 

The  Department  should  be  given  broad  responsibility  for 
administering  a  comprehensive  program  for  the  proinotSon  of  mental 
healtho  Among  its  functions  would  het 

(a)  Care  and  treatment  of  the  mentally  ill,  through 
both  institutional  and  extra-mural  programs, 
including  mental  hygiene  services | 

(b)  Car©  and  treatment  of  the  mentally  defective  and 
epileptic,  through  both  institutioaal  and  extra- 
mural programs;  and 

(o)  Education,  treatment,  rehabilitation  and 
prevention  of  alcoholisme 

To  this  department  should  be  transferred  functions  now 
performed  by  the  Bureau  of  Mental  Hygiene  of  the  State  Department 
of  Health,  by  the  Joint  Committee  of  the  State  Mental  Hospitals,  by 
the  Joint  Committee  of  the  State  Training  Schools,  and  the  Conanission 
on  Alcoholism,  and  operation  of  the  three  hospitals  for  the  mentally 
ill  and  the  two  training  schools  for  the  mentally  defective.  1/ 

(5)  ABo^rd  of  Planning  and  Resources  should  be  created, 
composed  of  the  Commissioners  of  Health,  Mantal  Health  and  Welfare* 
The  board  should  be  assigned  responsibility  for  inter-departmental 
planning  and  coordination  in  the  bpoad  fields  of  health  and  welfare o 
It  should  have  at  least  four  main  ftinctions: 

(a)  Planning  and  coordination  for  maximum  utilization 
of  resources  of  hospital  and  related  facilities, 
including  operation  of  the  hospital  sui-vey  and 
construction  program  and  State  planning  for  capital 
eaipenditures  for  humane  and  welfare  institutions j 

(b)  Licensing  and  inspection  of  all  hospitals  and  related 
facilities; 

(c)  Collection  and  analysis  of  statistical  and  other 
data  for  the  purpose  of  determining  costs  of  hospital 
care  and  eqiiitable  rates  of  payment;  and 

(d)  Making  studies  of  special  problems  in  health, hospital 
and  related  fields« 

The  board  should  report  directly  to  the  Governor.  It  should 
have  its  own  budget  and  should  be  staffed  with  highly  qualified 
personnel,  capable  of  achieving  inter-departmental  planning  and 
coordination o 

The  board  would  be  e3q>8ct@d  to  work  through  regional  organiza" 
tions  to  accomplish  planning  and  coordination  on  a  local  level* 


1/  For  a  discussion  of  issues  involved  in  the  proposed  transfer 
of  the  schools  for  the  mentally  defective  and  of  the  mental 
hygiene  j)rogram  of  the  State  health  department,  see  Appendix  B* 
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(6)  The  existing  State  Department  of  Health  should  be 
broadened  to  include  the  foliowing  functions  now  perfonaed  by 
otHer  agencies  J 

(a)  State  tuberculosis  control  functions,  includingjj 
ease-finding,  institutional  care  and  follow-up 
services; 

(b)  All  medical  and  hospital  services  for  the  chronically 
ill  (long-term  illnesses  other  than  mental  disease 
and  tubercubs&s) ; 

(c)  Medical  and  hospital  services  for  veterans;  and 

(d)  Medical  and  hospital  care  of  recipients  of  public 
assistance  and  other  needy  persons. 

In  addition^  morbidity  reporting  (registrationof  hospital 
cases  with  necessary  morbidity  data)  should  be  undertaken. 

(7)  The  State  Department  of  liVelfare  should  assume  responsibility 
for  the  ifoliowing  functions  now  carried  on  outside  the  department;  " 

(a)  All  services  for  the  aged  and  infirm,  exclBiive  of 
hospital  and  medical  care, 

(b)  Domiciliary  care  for  aged  and  infirm  veterans j  and 

(c)  Financial  assistance  and  related  services  to  veterans. 

(8)  The  boards  of  taustees  of  the  individual  institutions 
sho\ild  be  abolished"" 
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THE  PRESENT  SITUATION  IN  STATE  AGENCIES  SERVING  SPECIFIC  GROUPS 

State  Agencies  Serving  the  Mentally  111 

Connecticut  State  Hospital 

Fairfield  Stat©  Hospital 

Norwich  State  Hospital 

Joint  Committee  of  State  Mental  Hospitals 


The  Problem 


Are  the  Existing  State  agencies  serving  the 
mentally  ill  organized  and  administered  in 
such  a  way  as  to  make  possible  the  most 
effective  and  economical  use  of  resources, 
the  highest  standards  of  care,  and  maximum 
development  of  a  comprehensive  program  for 
the  prevention  and  treatment  of  mental 
illness  and  promotion  of  mental  health? 

Findine;s 

State  responsibility  for  the  care  and  treatment  of  the 
mentally  ill  is  at  present  vested  in  three  mental  hospitals. 
Each  of  these  hospitals  is  governed  by  a  board  of  trustees 
composed  of  12  members,  appointed  by  the  Govsrnor  for  six-year, 
over-lapping  terms  and  serving  vdthout  compensation.  Each 
governing  board  functions  in  an  administrative  capacity  and  has 
the  power  of  appointment  of  the  superintendent  of  the  hospital. 

Supplementing  these  administrative  boards  is  @  Joint  Committse 
of  State  Mental  Hospitals,  composed  of  representatives  of  the 
boards  of  trustees  of  the  three  mental  hospitals  and  of  the 
Mansfield  draining  School  and  Hospital*   (Trustees  of  Southbury 
Training  School  chose  not  to  participate.)  Executives  of  the  four 
institutions  meet  with  the  committee*  - 

The  Joint  Committee  is  staffed  by  an  executive  secretary  and 
clerical  assistants.  Its  administrative  responsibilities  include 
the  analysis  and  compilation  of  budget  requests,  interpretation 
to  the  public  Of  the  nee^s  of  the  mental  institutions,  and 
centralised  planning  for  construction  and  improvement  of  facilities  =. 
It  has  made  a  beginning  in  the  collection  and  analysis  of 
statistical  and  financial  data  by  means  of  the  installatioh  of  a 
central  reporting  system. 

The  legal  basis  for  the  programs  of  the  three  m.ental  hospitals 
and  the  Joint  Gommittee  may  be  found  in  Chapter  120  of  thg  General 
Statutes,  Sections  2692,  2693,  2697,  2699  and  270C,  1949  Revision. 

The  three  hospitals  have  a  total  plant  valuation  of  §17,664,3SCl65. 
Durine  the  year  194^-9,  total  operating  expenditures  of  th«  four 
aSncfef  ImJ'Ced  to  If ,621,465!45,  ^^h  capital  outlay^or  improve- 
ments or  new  construction  amounging  to  f2, 546, 724.00c  The  average 
number  of  full-time  e?iployees  during  the  year  was  1,793. 
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The  three  hospitals  cared  for  a  daily  average  of  8,702 
patients  during  the  last  fiscal  year,  although  the  total  capacity 
is  7,546.  Overcorwding  is  indicated  by  the  following  figures: 


Hospital 


Connecticut 

Fairfield 
Nor^ch 


Daily  average 
number  of 
patients 


(!iapaeity 


Percentage 
of  over- 
crowding 


3,445 
2,556 
2,692 


2,990 
2,056 
2,530 


15 
24 


Only  one  of  the  three  hospitals  has  been  able  to  establish 
clinics  v;hich  provide  services  en  an  out-patient  basis.  Such 
clinics  are  essential  for  (a)  diagnod-s  and  early  treatment  of 
mental  illness  t^ich  would  make  hospital  care  unnecessary,  or 
(b)  supervision  and  follow-up  of  patients  (who  are  on  trial 
visit  in  their  homes  or  discharged  from  the  hospital)  who  need 
further  psychiatric  care  or  social  case  work  services. 

Family  care  or  boarding  home  programs  have  bean  recognized  as 
valuable  means  of  treating  certain  types  of  mental  illness  and  as  a 
method  of  reducing  the  heavy  costs  of  Institutional  care,  but  the 
State  hospitals  have  ;  been  able  to  initiate  such  programs  on  only 
a  small  scale,  because  of  lack  of  funds  and  staff. 

Public  relations  and  public  information  prpgrams  of  the  three 
hospitals  vary  tremendously,  depending  upon  the  differing  emphasis 
placed  on  that  function  by  the  separate  administrations. 

The  present  agencies  concerned  with  treatment  of  mental  illness 
lack  mechanical  equipment  (e.g.,  IBM  machinery)  for  installing  and 
maintaining  appropriate  statistical  and  financial  reporting  systems. 
Such  data  are  essential  for  the  fact-finding  necessary  for  valid 
administrative  decisions,  as  well  as  for  a  program  of  research  In 
th©  causes  and  tr@fatment  of  mental  illness. 

^fionclusi^Gns 

(1)  The  autonomy  of  the  separate  instittit ions  makes 
impossible  a  unified,  coordinated.  State-wide 
attack  upon  problems  of  mental  disease* 

(2)  The  governing  boards  are  not  broadly  representative 
of  citizens  and  professional  groups  concerned  with 
mental  health,  because  of  legal  requirements  for 

(•■    coxjnty  residence  for  membership! 

(3)  Resources  are  concentrated  on  the  institutional 
aspects  of  treatment  of  mental  diseases,  with  a 
minimum  development  of  extra^^ural  treatment  or 
of  preventive  services. 
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(4)  The  Joint  CcKnmittee  is  a  weak  device  for  coordination 
that  coitld  be  better  achieved  through  administrative 
int«gratidn«  It  is  inadequately  staffed  to  perform 
its  important  administrative,  public  relations, 
research  and  statistics  fimctions.  There  is  a  great 
need  for  installation  of  a  centralized  statistical 
reporting  system  and  for  technical  research  in  the 
field  of  mental  illjiess,  in  order  to  provide  a  basis 
for  effective  administrative  planning  for  the  future. 

State  Agencies  Serving  the  Mentally  Defective  and  Epileptic 

Mansfield  Stat©  Training  School  and  Hospital, 
Southbury  Training  School, 

Joint  Committee  of  the  State  Training  Schools, 
Mansfield-Southbury  Social  Service  Department. 


The  Problem 


Are  the  se»vices  to  the  mentally  defective  so 
organized  as  to  provide  a  comprehensive,  unified 
program  of  effective  services  on  a  State-wide 
basis? 

Findings 

The  two  institutions  for  the  mentally  defective  are  governed 
by  separate  boards  of  trustees,  serving  without  compensation. 
Each  ^oard  is  compossdfOf  seven  members,  appointed  by  the  Governor 
for  four  (Mansfield) -or  five  (Southbury]  -  year,  over-lapping  terms » 
The  boards  function  in  an  administrative  capacity  and  appoint  the 
superintendent  of  the  institutions. 

Bach  institution  serves  a  specified  geographical  area  of  the 
State.  Mansfield,  with  a  capacity  of  1,066  has  an  average  daily 
population  of  1,244.  Southbury,  vriLth  a  capacity  of  1,400  has  an 
average  daily  population  of  1,391 »  There  is  a  waiting  list  of 
approximately  700  persons  diagnosed  as  feeble-minded  or  epileptic 
and  as  requiring  institutional  care.  Of  the  700,  approximately  225 
are  classed  as  critical  emergencies,  who  need  care  either  for  protectic 
or  prevention  of'family  breakdown.  Only  111  admissions  were  made 
during  the  year^ 

The  two  i^titutional  plants  are  valued  at  #6,912,69^.65. 
During  1948-9 »  recurring  operating  expenditures  amounted  to 
|2,740,974«25;  capital  outlay  totalled  |983,206.75.  Full-time 
employees  numbered  714 • 

An  attempt  at  unification  of  progtams  for  ths  mentally  defective 
was  mads  by  the  establishment  of  a  centralized  social  service  depart- 
ment. Tljis  agency,  novf  under  the .  supervision  of  the  Joint  Committee 
of  the  State  Training  Schools,  provides  social  case  work  servies  to 
families^in  the  pre-admission  period  and  supervision  for  individuals 
placed  in  the  community.  In  1946,  however,  Southbury  established 
its  own  department  of  social  service  which  is  assuming  responsibility 
for  supervision  of  ccMnmunity  placements  as  rapidly  as  its  stafx  can 
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he  expanded »  Pre-admission  studies  and  commitment  activities  are  stil> 
centralized.  During  194S-'9,  the  Social  Service  Department  employed 
an  average  of  15  persons;  its  total  operating  expenditures  were 

""^■^   592c07/ 


As  a  coordinating  device,  the  Joint  Committee  of  the  State 
Training  School  was  established  in  1947.  This  Committee  is  compcsed 
of  three  representatives  from  each  of  the  governing  boards. 
"Advisory  members"  of  the  Joint  Committee  are  the  departments  and 
-^-officio  representatives  of  the  State  Departments  of  Education. 
HealtFlH  Welfare. 

The  responsibilities  of  this  Joint  Committee  are  to  discuss 
common  problems,  coordinate  the  institutional  programs,  make 
regulations  regarding  admission,  discharge  and  placement,  adjust 
the  geographical  districting,  and  supervise  the  operation  of  the 
Mansfield-ooutbbury  Social  Service  Department. 

The  Joint  Committee  operates  through  its  legislative, 
education,  and  public  relations  subcommittees.  For  a  brief  period 
(October  1,  194^)  to  October  31,  1949)  it  employed  a  Field 
Secretai'v  to  stimulate,'-  through  public  education  and  community 
organization  activities,  community  interest  in  the  problem  of 
mental  defect.  Local  cormnittees  were  organized  in  several  communities 
in  southern  Connecticut  to  encourage  community-sponsored  services 
for  the  mentally  defective c 

Conclusions 

The  v^ole  area  cf  State  services  for  the  mentally  defective 
is  adversely  affected  by  the  lack  of  centralized  leadership  and 
control c  The  autonomy  of  the  two  boards  of  trustees  makes  imposdible 
a  State-wide,  comprehensive  approach  to  the  problem.  Kcr  are  the 
boards  large  enough  to  be  representative  of  various  groups  in  the 
general  public  or  of  professions  eoncernsd  -with  mental  defect. 
There  is  preoecupation  v.dth  institutional  phases  of  the  programs,  to 
the  detriment  of  other  types  of  services.  The  tv;-o  agencies  compete 
for  funds  for  improvements  of  facilities.  Attempts  at  coordination 
without  administrative  integration  have  not  yielded  results  in  terms 
of  a  unified  program  on  a  Stat®-wida  basis. 

State  Ag;e_ncies_:S@r\dn^  the  Alcoholic 

Commission  on  Alcoholism 

The  Problem 

Does  the  present  organization  provide  for  th©  maximum 
program  effectiveness  combined  wdth  efficiency  and 
economy  of  operatioiB? 

Findings 

The  Commission  on  Alcoholism,  created  in  1945$  is  a  five- 
member  administrative  board,  appointed  by  the  Governor  for  five-year, 
ove^iapping  terms*  The  Commission's  administrative  responsibilities 
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include  appointment  of  the  executive.  Under  provisions  of  Sections 
2725-2737  of  the  General  Statutes,  1949  Revision,  the  program 
includes : 

(1)  Public  information  and  education  aimed  at  prevention 
of  alcoholism; 

(2)  A  demonstration  unit  for  treatment  and  rehabilitation 
of  alcoholics  on  an  in-patient  basis  (in  a  50-b6d 
hospital  scheduled  to  open  in  January,  1950);  and 

(3)  Out-patient  clinics  for  treatment  and  rehabilitation » 

The  program  is  financed  by  an  earmarked  fund  — »  nine  percent 
of  fees  received  by  the  Liquor  Control  Commission, 

During  the  year  1948-9  operating  axpendifjres  totalled 
|89,553.97;  in  addition^  capital  outlay  amounted  to  $12^688.65.  An 
average  of  25  full-time  persons  were  employed  dviring  the  year. 

Conclusions 

Connecticut  has  assumed  an  enviable  position  of  leadership 
in  the  United'  States  as  a  result  of  its  development  of  a  program 
of  education,  rlhabilitation  and  preventive  services  for  persons 
addicted  to  excessive  use  of  alcohol.  An  effective  program  for  a 
concerned  attack  en  alcoholism  requires  the  coordination  of  the 
services  of  a  variety  of  agencies  in  the  fields  of  correctionj, 
social  welfare,  public  health,  education, hospitals,  medicine, 
psychiatry  and  psychology.  The  foundations  for  suqh  a  coordinated 
approach  have  been  made  by  the  Commission.  The  program  itself  has 
been  in  operation  for  too  brief  a  time  and  v<lth  too  small  a  staff 
engaged  in  clinical  treatment  for  definitive  results  to  have  become 
apparent . 

Singling  out  a  single  health  or  medical  problem  for  a 
concentrated  attack  has,  in  the  past,  proved  expedient  in  the 
eradication  of  specific  diseases.  The  Survey  Unit  feelc  that  the 
multiplicity  of  individual  programs  vdth  inadequate  coordination  or 
central  planning,  results  in  -wasteful  methods  .of  operatior  and  un- 
necessarily increases  costs  of  administration,  Th.e  future  effective- 
ness of  the  Commission  on  Alcoholism  v;ould  be  increased,  in  oui^ 
opinion,  by  closer  integration  ;jith  other  health  activities,  particu- 
larly in  relation  to  utilization  of  facilities  of  voluntary  hospital: 
IBor  both  in-patient  and  ilinic  care.  The  usual  objections  to  a 
plural  executive  pertain  here.  The  program  v;ould  also  benefit  by 
staff  services  m.ade  available  in  a  larger  agency. 

The  Commission  on  Alcoholism  has,  the  Hospitals  Survey  Unit 
■feels,  passed  the  initial  stage  of  exploration  of  the  problem  and 
outlining  a  program.  '  The  pattern  for  an  effective  program  in  the 
light  of  existing  knowledge  and  tecMques  has  been  delineated.  The 
functions  of  the  Commission,  therefore,  might  well  be  transferred  to 
an  operating  department  of  the  State  Government,  preferably  the 
proposed  Department  of  Mental  Health.  There,  its  program  could  be 
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integrated  with  other  out-patient  and  in-patient  services  for 
persons  with  emotional,  and  physical  disturbances* 

State  Agencies  Serving;  the  Tuberculous 

The  Problem 

Does  the  present  organizational  structure  of  the 
Tuberculosis  Commission  provide  a  basis  for  an 
effective  and  economically  administered  service 
for  the  treatment  of  tuberculous  persons  and 
for  prevention  and  eradication  of  the  disease? 

Findings 

Administrative  organ! aat ion.  Responsibillity  for  tubercu- 
losis control  activities  of  the  State  government  is  vested  in  an 
vmpaid  administrative  board,  composed  of  five  members,  appointed  by 
the  Governor  for  six-year,  overlapping  terms.  The  Commission 
functions  in  an  administrative  capacity,  formulating  program 
policies  and  directing  the  administration  of  the  five  sanatoria 
and  the  central  office,  which  is  responsible  for  general  administra- 
tion services,  case-finding  and  other  out-patient  services. 

Legislative  authority.  The  Tuberculosis  Commission 
operates  unaer  authority  of  Sections  4120  and  4124  of  the  General 
Statutes,  1949  Revision o 

The  Program.  The  present  program  is  based  on  the  concept 
of  integration  of  preventive  and  curative  services  and  on  an 
appreciation  for  the  necessity  of  unifying  services  to  the  individual 
patient,  from  the  time  of  discovery  of  the  tuberculous  lesion, 
through  diagnosis,  treatment,  rehabilitation  and  follow-up-care. 
The  present  program  includes: 

(1)  Operation  of  the  treatment  and  rehabilitation 
programs  of  the  fiver  tuberculosis  sanatoria, 
including  a  special  surgical  unit; 

(2)  Case-finding  through  mass  radiograph  surveys; 

(3)  Consultation  services  to  physicians  in  the 
detection  and  diagnosis  of  tuberculosis; 

(4)  Public  health  nursing  consultation  to  local 
health  units  and  other  social  and  health  agencies; 

(5)  Maintenance  of  a  register  of  tuberculosis  cases;  and 

(6)  Collection  and  analysis  of  tuberculosis  statistics » 

During  the  194^-9  fiscal  year,  the  Tuberculosis  Commission 
was  responsible  for  the  expenditure  of  |4, 470, 830.  for  tuberculosis 
prevention  and  treatment «.  Total  State  expenditures  for  other 
health  conservation  activities,  exclusive  of  institutional  care  of 
the  mentally  ill  and  defective,  amounted  to  |2, 031, 272.  The 
estimated  plant  valuation  was  |6, 571,9^5 •  Operating  expenditures 
amounted  to  $3,7^5,070  during  the  year.  In  addition,  there  were 
capital  expenditures  in  the  amount  of  ^294,295*00.  Approximately 
gl6  full-time  employees  were  employed  during  the  year. 

The  five  institutions  have  a  total  capacity  of  about  1,600 
with  an  average  daily  population  of  about  1,250.  .  In  the  five 
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sanatoria  are  approximately  400  empty  beds  which  are  closed  because 
of  personnel  shortages.  One  factor  in  such  shortages  is  the  lack 
of  adequate  housing  facilities  at  the  institutions. 

On  October  31 »  1949 »  164  persons  throughout  the  State  were  on 
the  waiting  list  for  admission  to  sanatoria,  following  a  diagnosis 
of  active  tuberculosis  and  recommendations  for  hospital  treatment. 
The  waiting  list  fluctuates  from  150  to  300,  and  would  be  much 
larger  if  all  known  cases  of  old,  chronic  tuberculosis  were  included. 

See  Appendix  C  for  additional  details. 

Conclusions 

The  Tubercxilosis  Commission,  through  concentrating  its  efforts 
on  a  specific  area  of  the  health  field,  has  achieved  considerable 
success  in  controlling  tuberculosis.  It  has  unified  the  administra- 
tion of  the  sanatorium  programs;  it  has  promoted  the  integration 
of  institutional  care  with  other  forms  of  service  to  patients  in 
the  community;  and  it  has  centralized  case-finding  and  diqpiostic 
services. 

On  the  other  hand,  the  program  has  not  been  successfully 
coordinated  vtth   other  programs  for  health  education  or  for 
prevention  and  detection  of  disease.  Separation  of  this  phase 
of  public  health  services  makes  for  lack  of  integration  vdth  the 
broader  health  program;  and  the  dual  administration  involves 
increased  operating  expenses. 

The  plxiral  executive  form  of  organization  is  subject  to  the 
usual  ci^iticisms  of  diffused  responsibility,  compromise  decisions 
and  delayed  action.  A  five-member  board  cannot  be  truly  representa- 
tive of  the  citizen  and  professional  groups  interested  in  tuberculosis 
control. 

The  present  facilities  are  not  sufficient  to  admit  promptly 
all  persons  requiring  hospital  care.  Delays  in  admisiion  result 
in  increased  expense  to  the  State  because  of  the  longer  periods  of 
hospitalization  required  and  in  less  likelihood  that  the  individual 
will  recover  and  return  to  a  self-supporting  status.  The  Commission 
should  be  empowered  to  buy  hospital  care  in  tuberculosis  units  of 
general  hospitals,  or  should  increase  the  number  of  beds  available 
in  the  State  sanatoria. 

Stafce  Agencies  Serving  the  Chronically  111 

Commission  on  Care  and  Treatment  of  the  Chronically 
Ell,  Aged  and  Infirm. 

The  Problem 

Does  the  present  organizational  structure  provide 
a  basis  for  an  effective  attack  upon  the  diverse  and  complex 
problems  of  treatment  and  rehabilitation  of  the  chronically 
ill,  and  of  service  to  the  aged  add  infirm? 


LS 
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Findings 

State  responsibility  for  the  complex  and  increasingly 
important  problem  of  long-term  illness  (exclusive  of  tuberculosii 
and  mental  disease)  has  been  vested  in  an  unpaid,  administrative 
board,  composed  of  five  members,  appointed  by  the  Governor  for  four- 
year,  over-lapping  terms  and  ex°officio.  the  Commissioners  of 
Health  and  Welfare. 

Under  authority  of  Sections  4193-4197  of  the  General  Statutes, 
1949  Revision,  the  Commission  has  responsibility  for  developiuant 
of  a  program  of  care  and  treatment,  not  only  for  persoAs  suffering 
from  long-term  illnesses,  but  also  for  the  aged  and  infirm  v*io 
may  need  a  variety  of  services  ranging  from  bedside  care  to  some 
kind  of  sheltered  enviiscnmont  of  protective  supervision.  Current 
activities  include: 

(1)  Operation  of  a  demonstration  ixnit  for  treatment  and 
rehabilitation  of  chr-onical^y  ill  persons  at  the 
Veterans'  Home  and  Hospital  Commission  Facility, 

(2)  riaking  grants  to  general  hospitals  for  establishment 
of  units  for  medical  treatment  and  rehabilitation  of 
chronically  ill  persons; 

(3)  Conducting  studies  of  problems  in  care  of  the  chronically 
ill  and  aged;  and 

(4)  Stimulating  local  communities  and  various  agencies  to 
make  proidsion  for  domiciliary  facilities  or  other 
mes-ns' of  protection  for  old  and  feeble  persons,  and 
facilities  for  terminal  care. 

Special  attention  is  being  given  to  relieving  the  overcrowding 
of  hospitals  for  the  mentally  ill  by  the  development  of  other  fonns 
of  cars  for  agad  patients  vrho  do  not  require  psychiatric  care,  and 
to  the  bi'oader  pr®blerr  of  treatment  cfnental  and  emotional 
disturbances  associated  with  the  aging  process. 

The  Commission* s  annual  opsrating  expenses  for  administration 
amount  to  $20, 000 »  Expenses  of  operating  the  rehabilitation  unit 
at  Rocky  Hill  have  amounted  to  about  §300,000  including  certain 
capital  expenditures  for  squipnent*  Under  Special  Acts  447  and  470 
of  1947  (i^hich  authorized  |300,000  in  grants  to  general  and  municipal 
hospitals  for  development  of  chronic  ,units),  the  Commission  has  made 
grants  totalling  Sl40j000  to  three  general  hospitals  for  purpose 
of  construction,  purchase  of  equipment  and  employment  of  rehabilita- 
tion personnels  A  total  of  75  beds  for  chronic  patients  have  thus 
been  added  to  the  resources  of  general  hospitals  in  Connecticut 

Conclusions 

Although  a  commission  is  a  good  device  for  study  and  exploration 
of  a  problemp  it  has  the  already  outlined  weaknesses  associated  with 
a  plural  executive  in  the  actual  operation  cf  a  program.  Establish- 
ment of  a  commission  on  chronic  illness  as  a  separate  entity,  outside 
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existing  agencies  vrtiich  administer  health  and  hospitalprograms, 
makes  it  more  difficult  to  attain  effective  coordination  of 
programs,  or  to  integrate  this  special  program  with  other 
preventive  pnd  curative  services  in  the  health  field. 

The  present  Commission  is,  we  believe,  too  small  to  be 
representative  of  the  diverse  interests  in  the  fields  of  chronic 
illness  and  old  age.  It  is  inadequately  staffed  to  perform 
effectively  its  administrative  planning  and  research  functions. 

Provision  of  domiciliary  care  of  aged  or  disabled  persons 
is  essentially  a  social  vr^lfarp.,  rather  than  a  health  function o 
We  believe  that  programs  of  active  medical  trftatmi=*nt  and  rehabilita- 
tion of  thfi  chronically  ill,  as  well  as  programs  for  protective 
environments  for  aged  and  handicapped  persons,  would  benefit  by 
allocation  to  their  respective  functional  fields. 

State  Agencies  Providing  Hospital  Care  to  Veterans 

Veterans'  Home  and  Hospital  Commission 
The  Problem 

Ib  Connecticut's  present  organisational  plan 
for  administering  health  and  welfare  services 
to  veterans  one  which  provides  medical  and 
hospital  care  of  high  standards,  combined  '^Ith 
efficiency  and  economy  in  administration? 

Findings 

The  Co!jmiissipn  is  governed  by  an  eight-member  administra- 
tive board,  appointed  by  the  Governor  for  eignt-year,  ovar-Iapping 

terms.  The  board  appoints  the  superintendent  and  establishes 
operating  policies  and  regulations* 

Under  authority  of  Chapter  133  of  the  General  Statutes,  1949, 
Revision,  the  Commission  maintains  domiciliary  facilities  (776 
beds)  and  a  548-bed  general  medical  and  surgical  hospitals  In 
addition^  it  has  responsibility  for  providing  financial  assistance 
tc  specific  categories  of needy  veterans  and  their  dependents  and 
for  administration  of  certain  pensions,  burial  and  monimient 
allowances,  and  memorials.  For  veterans  vAo  require  hospitalization, 
but  vrfio  cannot  be  cared  for  at  Rocky  Hill,  the  Con-jnissien  buys 
hospital  oare  from  general  hospitals. 

The  plant  valuation  of  the  Rocky  Hill  Facility  is  '15,700,127. 
Operating  expenses  for  the  year  194S-9  amounted  to  $1,109,854;  capital 
outlay  totalled  |403^187.  The  Commission  employed,  on  the  average, 
283  full-time  employees.  The  average  number  of  patients,  in  both 
the  barracks  and  the  hospital  was  809. 

As  described  in  the  previous  section,  the  VHHC  has  set  aside 
certain  beds  for  the  treatment  of  non-veterans  "dth  long-term 
illnesses,  under  an  agreement  with  the  ClAl  providing  for  joint 
services  for  a  temporary  period. 
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The  present  population  of  the  home  and  hospital  consists 
of  522  veterans  in  barracks,  294  patients  in  the  hospital, 
and  64  in  the  CIAI  unit. 

Conelu^ipns 

The  Hospitals  Survey  Unit  has  made  no  evaluation  of  the 
quality  of  medieal  and  hospital  care  provided  at  Rocky  Hill,  but 
believes  that  certain  general  principles  pertaining  to  provision 
of  ©are  for  a  specific  group  apply  here.  Health  and  welfare 
prpblems  of  vetejrans  are  essentia3]|ir  the  same  as  problems  faced 
by  any  member  of  the  general  public,  and  therefore  can  be  most 
effectively  organised  on  a  functional  basis  and  provided  in  the 
same  manner  as  to  other  persons.  Maintenance  of  a  separate  institu- 
tion serving  a  special  group  of  the  population,  in  an  isolated 
location  that  makes  staffing  difficult,  and  without  affiliation 
with  medical  schools  and  general  or  teaching  hospitals,  does  not 
produce  the  highest  standards  of  hospital  care.  The  C<»iimission  may 
actually  be  doing  a  dis-servic®  to  the  veterans  it  serves  by  the 
operation  of  separate  hospital  facilities  rather  than  by  purchas» 
ing  hospital  care.  Special  privilege  often  leads  to  poor  medical 
care* 

In  operating  the  hospital  at  Rocky  Hill,  the  Commission  is 
functioning  in  an  area  for  which  the  Federal  Veterans  Administration 
has  already  assumed  partial  responsibility o  It  is  also  duplicating 
facilities  now  available  in  general  hospitals  throughout  the  State, 
from  which  hospital  care  could  be  purchased. 
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THE  BROADER  PROBLEMS  OF  HOSPITAL  PLANNING,  COORDINATION 
AND  UTILIZATION  OF  RESOURCES 

Hospital  Survftv  and  Construetion 

The  Problem 

Is  the  State  hospital  survey  and  construction 
program  so  organised  as  to  achieve  maximum 
effectiveness  in  State-vd.de  planning  and 
coordination  of  govwrnmental  and  voluntary 
resources? 

Fini^^nss 

In  Connecticutj  the  Division  of  Local  Health  Administration 
in  the  Stat©  Department  of  Health  is  the  organisational  unit 
responsible  for  admiaistration  of  funds  made  available  iinder  the 
Federal  Hospital  Surv^  and  Construction  Program  (Public  Law  725, 
79th  Congress) o  The  Division  of  Local  Health  Administration  has  a 
number  of  other  important  functions:  assistance  to  local  health 
units  J  stimulation  of  local  communities  to  develop  full-tints  depart- 
ments of  health;  and  preparation  of  State  plans,  budgets  and 
expenditure  reports  for  Federal-State  programs  in  the  various 
categories  for  which  Federal  grants-in-aid  are  made. 

State  responsibilities  under  Public  Law  725  are  essentially 
those  of  survey,  planning,  coordination  of  programs,  and  distribu- 
tion of  Federal  funds.  Such  responsibilities  are  discharged  through 
the  preparation  of  a  State-vdde  plan,  based  upon  periodic  inventory 
of  existing  facilities »  appraisal  of  needs  for  additions,  replace- 
ments or  redistribution  of  facilities,  and  a  deterntination  of 
priorities  in  construction.  Another  essential  feature  of  the 
program  is  the  continuing  stimulation  of  hospitals  to  coordinate 
their  facilities  for  service,  training,  and  research  purposes  vdth 
a  view  to  improving  quality  of  patient  care  and  maximuir.  utilization 
(f  existing  facilities. 

^e  master  plan  for  hospital  construction  in  Gfennecticut, 
first  developed  in  1947  and  modified  slightly  in  the  two  subsequent 
years,  has  three  major  weaknesses! 

(1)  The  plan  is  based  on  Federal  minimum  standards  intended 

(a)  to  be  applied  on  a  nation-wide  basis  to  states  which 
differ  markedly  in  needs  and  existing  resources,  and 

(b)  to  constitute  a  minimum  standard  for  distribution  of 
Federal  fimds,  rather  than  being  bared  upon  any 
modification  of  standards  which  cotjild  provide  a 
realistic  basis  for  planning  in  the  State  of 
Connecticut. 

(2)  The  plan  does  not  include  long-range  planning,  based 

on  a  consideration  of  promected  State  needs,  as  related 
to  population  changes  or  to  changing  conditions  in 
medical  practice  or  ii^  in  methods  of  distributing 
medical  care.  As  not  prepared,  the  plan  is  essentially 
an  estimate  of  needs  of  the  current  year  and  in  terms 
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of  a  static  situation* 

(3)  The  plan  does  not  indicate  that  several  important 
factors  in  influencing  the  needs  for  hospital 
beds  have  been  considered,  such  as  develofment  of 
pra-payment  systems  for  medidal  and  hospital  care, 
the  development  of  out-patient  facilities  for 
ambulatory  patients,  or  the  organization  of  such 
extra~mural  extensions  of  hospital  service  as 
home  care  programs. 


Even  on  the  bai.s  of  these  Federal  minimxim  standards, 
Connecticut  has  a  deficit  of  hospital  beds  »-  in  general  hospitals, 
for  mental  illness,  and  for  car®  of  the  chronically  ill.  Deficits 
are   indicated  in  the  follovdng  tables 


Type  of  Hospital    Existing        Required      Additional 
acceptable      under        number 
beds  ratio        needed 

General  6,475          9,125  2,650 

Tuberculosis  1,721          1,512»5 

Mental  S,057  10,055  1,998 

Ohronic  465          4,022  3,557  1/ 

There  was  no  evidence  of  coordinated  planning  between  the 
Division  of  Local  Health  administration  and  the  State  agencies  response 
ble  for  determination  ®f  priorities  in  capital  expenditxires  for 
State  hospitals,  notably  the  Humane  and  Welfare  Institutions  Building 
Program  Commission. 

Likewise,  little  attention  has  been  paid  to  aspects  of  the 
hospital  construction  program  which  ean  b©  expected  to  yield 
important  returns  in  providing  better  patient  care  through  more 
effective  coordination  of  existing  resourees^  rather  than  through 
the  unnecessarily  expensive  process  of  constructing  additional  beds. 

Chief  among  such  coordln^ing  devices  ares 

(1)  Pooling  or  joint  use  of  clinical  services, 
laboratoiT  and  x«ray  facilities j 

(2)  Consultation  on  administrative  services, 
such  as  budigetiBgp  accounting  and  fiscal 
control,  plsnt  operation,  food  service, 
procurement  of  equiianent  aM  ^applies,  and 
building  desiga  and  construction/ 

(3)  Pooling  of  lauadry  or  other  service  facilities; 

(4)  Centralized  purchasing j 

(5)  Ixpansiogt  and  improvement  of  training  opportunities 
for  professional  personnel  through  closer  affilia- 
tion with  medical  schools  and  other  educational 
institutions,  which  should  result  in  improvement 
of  the  quality  of  medical  care? 

(foot-note  on  pare  2s) 
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(6}  Extension  of  hospital  services  into  the 

community  through  such  devices  as  (a)  demonstra- 
tion programs  of  home  care»  or  similar  extra- 
mural programs;  (b)  the  development  of  diagnostic 
and  treatment  facilities  for  ambulatory  patients; 
(o)  consultation  services  to  practicing  physicians; 
and  (d)  Integration  of  general  hospital  services 
with  public  health  activities* 

Conclusions 

Potentially f  the  hospital  survey  and  construction 
program  provides  an  unprecedented  opportunity  for  coordinated 
planning.  It  encompasses  programs  supported  from  tax  funds  as 
well  as  from  voluntary  sources.  Maximum  us©  of  existing  resources 
should  tend  to  reduce  the  need  for  additions  to  the  total  plant  of 
the  State.  The  present  program*  even  when  allowances  are  made  for 
only  three  years  of  operation^  has  not  provided  leadership  in  overall 
planning,  in  part  because  of  lack  of  relationship  to  the  capital 
expenditures  planning  group  for  State  institutions* 

Licensing  of  Hospital  aoad  Related  Facilities 

The  Problam 

Does  the  existing  organizational  structure 
for  hospital  licensing  provide  an  effective 
basis  for  discharging  the  State's  responsi- 
bility for  safeguarding  the  public  interest? 


Hospital  licensing  of  non-governmental  hospitals  is  one 
device  by  which  the  S^ata  government,  under  the  seventeenth  century 
doctrine  of  charitable  trusts,  attempts  to  safeguard  the  public 
interest*  The  licensing  function  involves  the  establishment  of 
minimum  standards;  the  inspection  of  plant,  facilities,  program 
and  records;  consultation  and  advisory  services  to  institutions; 
granting  or  revocation  of  licenses;  imposition  of  penalties;  and 
provision  for  hearings  and  appeals.  (See  Appendix  D  for  more  detailed 
discussion). 

In  Connecticut,  the  following  agencies  are  concerned  with 
licensing: 

Department  of  Health 

Bureau  of  Preventable  Dis«iases 

General  hospitals 

Convalescent  hospitals 
Bureau  of  Maternal  and  Child  Health 

Maternity  hospitals 
B\ir®au  of  Mental  flygiene 

Voltmtary  mental  hospitals 

Private  boarding  homes  for  mental  patients 


i/  ffais%d"'Qn"'I§k!^'  rnvision'of  'd©'aja«ctj[cut''s  "plan  "'i'br"liOspital 
construction,  using  population  esti3siat®  of  Bureau  of  Vital 
Statistics  (l,910j,000)  rather  tfean  U.S.  Bureau  of  the  Census 
figures 9  Figures  represent  the  Jxme  30,  i949p  situation. 
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Public  Welfare  Council 

Private  boarding  homes  for  the  aged 
State  Tuberc-ulosie  Cooimiasion 

Voluntary  tuberculosis  hospitals 

In  addition  to  licensing,  the  Public  Welfare  Council  has 
responsibilities  for  inspection  of  certain  facilities,  primarily  for 
the  purpose  of  detenanining  the  welfare  of  individual  patients  or  of 
investigating  c<»nplaints.  The  Council  inspects  State  hospitals. 
State-aided  voluntary  hospitals,  homes  for  the  aged,  county  homes, 
almshouses,  and  private  mental  hospitals* 

State  and  local  fire  marshals  exercise  considerable  authority 
with  respect  to  standard-setting,  inspection  of  physical  facilities 
and  granting  of  licenses. 

Conclusions 

The  present  diffusion  ©f  respondbility  for  licensing  and 
inspection  involves  a  duplication  of  services  and  expense  which 
could  be  eliminated  by  consolidation  of  functions*  Moreover, 
licensing  of  non-governmental  hospitals  is  one  of  "fee  important 
tools  in  the  develo^xnent  of  a  coordinated  approach  to  the  probl^i 
of  adequate  faciMtles,  and  its  functional  relationship  to  hospital 
planning  and  construction  should  be  reflected  in  the  organisational 
structure • 

Si^gi^iaaJo  Non-G^Y^mmqnt^  Ho^pi,t^l^ 

T^^  Prpbl^  ^     u  .     ,  , 

Does  tb@  present  system  of  annual  lump-sum 
subsidies  constitute  a  sound  method  of  assist- 
ing vdluntary  hospitals?  Does  the  system 
inspire  maximum  retux^s  to  the  State  for 
expenditure  of  tax  fimds? 

^^^rai  general  assembly  makes  aanual  grants  to  34  voluntary 
hospitals,  totalling  slightly  ovef'  f363#OOOc  Such  grants  range 
from  |1,750  to  120,000  for  the  33  general  hospitals;  140,500  is 
granted  to  a  tuberculosis  hospltalo 

The  basis  for  the  subsitjfy  system  h^e   never  been  dearly  defined^ 
iLLthough  in  1949  there  seamed  to  be  gimeral  agreement  on  the  follow'° 
ing  statement  of  purposes? 


(a)  To  enable  the  hospitals  to  itmrease  their  charitable 

services  to  the  public; 

To  assist  in  maintaining  adeqtiate  emergency  medical  services; 

To  defray  part  of  the  general  operating  @xpense>s  of  the 

hospital  as  a  humanitarian  co^inunity  institution; 
(d)  To  pg^mots  the  general  health  and  welfare  of  the  comm^atiity. 


u 


In  spite  of  this  measure  of  agreement,  grants  are  now  made 
without  any  objective  measure  of  relative  needs  of  the  hospitals 
and  without  relation  to  services  rendered  to  State  patients. 
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Condpsj 

Tun 


ilons 
-twap-sum  subsidies  which  are  made  without  demonstrable 
relation  to  na«d  or  to  services  rendered,  and  which  are  not  conditionec 
upon  maatlng  certain  standards  oa  criteria,  are  difficult  to  explain 
or  to  defend.  They  offer  no  guarantee  of  adequate  returns  to  the 
State o 


The  lack  of  coordination  of  this  State  prograny<Id.th  other 
programs  in  the  hospital  field  makes  for  haphazard  or  partial 
consideration  of  interrelated  problems  of  hospital  financing  and 
development • 


Th^  Problem 


Have  the  State  agencies  which  purchase  hospital 
care  for  their  clients  established  methods  and 
rates  of  payment  that  are  equitable,  that  are 
conducive  to  maximum  utilization  of  non-govern- 
mental hospital  resources,  and  that  can  be 
expected  to  result  in  the  promotion  of  positive 
health? 


Findings 


Marked  variation  exists  among  go vernasentai  agencies  in 
methods  and  rates  of  payment  for  hospital  carej  and  a  uniform  and 
equitable  system  of  payment  to  voluntary  hospitals,  based  on  valid 
determination  of  operating  costs,  still  remains  to  be  developed. 

At  the  State  level.  A  number  of  State  ageacies  in  Genneeticut 
have  responsibility  for  buying  medical  and  hospital  eare  as  one 
aspect  of  the  services  vihlch   they  provide  to  their  cltsiJts.  Chief 
among  these  are  the  State  Department  of  Health,  particularly  for 
crippled  ehildrenj  the  Officg  of  the  Cotmnissi Oner  of  Welfare,  for 
public  assistance  recipients;  Board  of  Sducatlon  for  the  Blinds  the 
Division  of  Vocational  Rehabilitation  of  th«,S«.a;ts  Department  pf 
BoTucation,  for  the  physical  restoration  of  mentally  and  physically 
handicapped  adults  of  employable  age;  smd  the  Workmen's  Compeiisation 
Coffimission,  for  care  of  industrial  accident i cases » 

PayiHent  for  professional  services  is  oa  a  fea-for-sersfles  basis. 
Marked  progress  has  recently  been  made  in  standardizing  rata s  of 
payment^  as  a  result  of  adoption  of  uniform  fee  schedules  for  medical, 
dental  and  public  health  nursing  services  and  for  dsugs  and  eyeglasses 
The  fee  schedules  were  arrived  at  after  extensive  negotiations  betwaan 
a  e<%^iBltte@  representing  the  various  S-'-ate  agencies  and  representa- 
tives of  the  State  Medical  Society  and  similar  professional  groups. 
Rates. for  specific  procedures  aee  generally  considered  reasonable. 
The  fee  schedules  are  issued  by  the  State  Department  of  Finance 
and  Ckmtrol* 

In  eonnactlon  with  payment  for  hospital  care  needed  by  clients 
of  State  agaiieies,  considerably  less  standardization  has  been 
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achieved.  Until  the  passage  of  Public  Act  No*  327  by  the  1949 
General  Assembly,  State  agencies  paid  for  necessary  hospital 
aare  in  a  variety  of  waysj  (Ij  by  payment  of  an  inclusive  per 
diem  rate  based  on  cost;  (2)  at  rates  negotiated  vdth  individual 
hospitals?  or  (3)  by  payment  of  a  flat  rate  of  $5  a  day  to  State- 
aided  voluntary  hcspitals.  Public  Act  No.  327  raised  the  rate  to 
State-aided  hospitals  to  a  maximum  of  $10  a  day  during  1949  -  1951, 
and  laid  the  foundHtion  for  payment  to  all  hospitals  on  the  basis 
of  cost  of  care,  effective  July  1,  1951. 

9     At  th^  local  level..  In  Connecticut,  towna^  counties  and  cities 
also  purchase  hospital  ©are.  Variations  in  their  policies  and 
practices  regarding  purchase  of  hospital  care  serve  to  complicate 
still  further  th®  voluntary  hospitals*  attempts  to  secure  adequate 
reimbxirsenent  for  services  provided  to  public  charges. 

General  assistance  (or  relief  to  persons  or  families  v^o  do 
not  meet  the  special  eligibility  requirements  of  the  Federal-State 
program  for  Old  Age  Assistance,  Assistance  to  the  Blind,  or 
Assistance  to  Dependent  Children)  is  a  function  of  local  govej?n- 
ffisntal  units  in  Connecticut.  (Examples  of  general  relief  cases 
are  a  75-y9ar  old  vomaxi  >^o  had  lived  in  Connecticut  for  50  years 
but  has  never  taken  out  citizenship  papers,  or  a  63-year  old  man 
who  is  disabled,  unable  to  work  and  without  family  or  friends  to 
support  him«) 

In  addition,  a  few  towns  may  purchase  car©  for  medically 
indigent  persons  —  those  who,  although  able  tomeet  ordinary  living 
expenses  through  their  own  resources,  find  it  imposiible  to  meet 
costs  of  medical  and  hospital  ear@«  In  general,  the  towns  apply 
rigid  eligibility  standards  in  such  cases  and  only  in  rare  instances 
do  they  provide  care  to  families  with  incones  above  the  level  reqiiired 
to  qualify  for  public  assistance*  Thus,  they  lose  the  opportunity 
to  provide  help  in  such  a  v/ay  as  to  prevent  dependency  on  public 
relief,  or  place  an  undue  burden  on  voluntary  hospitals. 

At  other  levels.  In  addition.  Federal  agencies  (Public  Health 
Service  andveterans  Adnd-ni strati on)  and  voluntarv  agencies  {audh 
as  the  National  Fundation  for  Infantile  Paralysis)  buy  care  for 
their  beneficiaries*  Payment  is  usually  on  the  basis  of  published 
charges  for  ward  rates  plus  extras. 

It  is  clear  that,  among  the  large  group  of  governmental 
agencies  (Federal,  State  and  loeal)  which  buyhospital  care,  there 
has  been  little  recognition  ©f  the  responsibility  that  public 
prograais  whould  assume  for  payment  in  full  of  costs  of  earing  for 
their  beneficiaries.  Public  agencies  have,  in  fact,  tended  to  expect 
community  hospitals  under  voluntary  auspices  to  bear  part  of  the 
costs  which  should  be  assumed  by  tax-supported  progi^ams. 

On  the  other  hand,  voluntary  hospitals  have  not  established 
adequate  accounting  systems  which  would  reveal  costs  of  operation. 
Although  there  has  been,  since  1929,  a  ^requirement  that  State-aided 
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hospitals  establish  uniform  cost  accounting  systems,  that 
statute  s/  has  never  been  implemented.  Progress  is  now  being 
made,  through  efforts  of  the  Connecticut  Hospital  Association, 
in  establishing  a  uniform  system* 

Such  activity  on  the  part  of  the  hospitals  themselves  has 
been  supplemented  by  (1)  the  creation  of  a  three-member. ex-officio 
commission,  the  Hospital  Costs  Commission,  consisting  of  the 
Commissioners  of  Health,  Welfare,  and  Finance;  and  (2)  authoriza- 
tion of  a  position  of  hospital  costs  analyst  in  the  Department  of 
Finance  and  Control,  During  the  period  1949-1951  there  should 
be  progress  in  developing  an  adequate  basis  for  detenrining 
hospital  costs  vdiich  should  lead  to  equitable  rates  of  payment 
for  hospital  care. 

Conclusions 

Variation  in  methods  and  rates  of  payment  for  hospital 
care  has  contributed  to  the  complexity  and  expense  of  administra- 
tion in  both  governmental  agencies  and  vMuntary  hospitals. 

Payment  for  hospital  care  of  State  beneficiaries  at  rates 
&ower  than  costs  of  rendering  services  has  placed  burdens  upon 
voluntary  hospitals  that  should  rightfully  be  borne  by  the 
governmental  agencies. 

The  present  pattern  of  purchasing  medical  and  hospital  care 
for  public  assistance  recipients  to  meet  only  the  emergencies  of 
illness  is  wastefid  both  from  the  financial  standpoint,  and  in 
terms  of  human  resources;  and  fails  to  achieve  the  vitally  necessary 
integration  of  preventive  and  therapeutic  health  services. 

The  state  has  an  obligation  to  stimulate  and  encourage  local 
governmental  tmits  to  purchase  care  at  equitable  rates,  based  on 
operating  costs  in  the  various  voluntary  hospitals.  Such  stimula- 
tion might  be  exerted  by: 

(a)  Broadening  the  present  responsibilities  of  the  State 
welfare  depaiptment  to  provide  for  State  financial  participation  in, 
and  supervision  of,  administration  of  the  general  assistance 
program  now  conducted  by  local  government  units.  1/  Such  a  general 
relief  program  would  include  general  medical  care  for  relief 
recipients  and  the  medically  indigent. 

OR 

(b)  Developing  a  cooperative  State-local  program  of  medical 
care,  within  the  framework  of  the  State  Health  Department  and  local 
health  units^  with  the  State  agency  Glaring  costs,  formulating 
standards  and  policies,  and  exercising  general  supervision  over 
local  administration,  y 

%l     (Chapter  277*  Section  191,  i929  Statutes! 
1/  As  recommended  by  the  Welfare  Survey  Unit. 
Zj     As  in  the  Maryland  Medical  Care  Program. 
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»QglR^^fi^^  Insurance 

Still  another  possible  means  of  providing  medical  and 
hospital  care  to  public  assistance  recipients  and  to  medically 
Indigent  persons  is  through  use  of  existing  voluntary  pre-payment 
plans  for  medical  and  hospital  care«  Under  such  am  arrangement, 
public  assistance  agencies  would  pay  the  required  premiians  for 
their  clients  and  for  other  medically  needy  persons  determined 
eligible,  iuch  a  plan  would  be  aetuarl^JLy  sound  and  effective 
in  procuring  care  only  if  the  pre-payment  plans  were  all-inclusive 
in  service  an#^%ere  almost  universal  in  population  coverage. 

In  Connecticut,  the  Blue  Cross  Plan^  the  Gorinecticut  Hospital 
Service,  has  about  §00,000  subscribers,  covering  about  45  percent 
of  the  population 9  Benefits  are  on  a  partial  service  and  indemnity 
basis*  Services  are  far  from  inclusive*  The  medical  insurance 
plan,  the  Connecticut  Medical  Service,  Inc.,  is  even  more  limited 
in  types  of  services  provided.  In  operation  less  than  a  year,  it 
has  about  9O9OOO  subscribers. 

Thus,  it  is  apparent  that  the  volmitary  pre-payment  plans, 
as  presently  operating  in  Connecticut,  cannot  be  used  by  the 
State  as  a  possible  means  of  providing  medical  and  hospital  care 
to  families  dependent  on  public  ageneies  for  support. 
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CHAPTER  V 
RECOMMENDATIONS  FOR  ORGANIZATION  AND  PROGRAM 


The  present  resi^onsibillties  of  the  16  State  agencies 
concerned  with  hospital  care  should  be  consolidated.  Such 
consolidation  can  be  achieved  by  (a)  transferring  certain  health 
and  medical  care  fanctions  to  the  existing  Department  of  Health, 
(b)  transferring  certain  welfare  functions  to  the  Department  of 
?/elfare,  (c)  creating  a  new  Department  of  Mental  Health,  and 
(d)  assigning  specific  functions  toa  proposed  inter-departmental 
ooai^  composed  of  the  Commissioners  of  Health,  Mental  Health  and 
Welfare = 

vreatlon  of  New  Agencies 


(1)  State  Department  of  Mental  Health 

Functions.   The  program  should  be  based  on  broad 
soncepts  of  prevention,  diagnosis,  treatment  and  research.  The 
department  should  be  given  broad  responsibility  for  administering 
i  comprehensive  program  for  the  promotion  of  mental  health. 
Including: 

(a)  Care  and  treatment  of  the  mentally  ill,  through 
both  institutional  and  extra-mural  programs, 
including  mental  hygiene  services; 

(b)  Care  and  treatment  of  the  mentally  defective 
and  epileptic,  through  both  institutional  and 
extra-mural  progress ;  and 

{«)  Educatism,  treatment,  rehabilitation  and 

-  prevention  of  alcoholism.  To  this  department 
wo\sld  be  transferred  functions  now  psrfonrjed  by 
the  Bureau  of  Mental  Hygiene  of  the  State 
Department  of  Healthy  by  the  Joint  Cojrmittee 
of  the  State  Mental  Hospitals,  by  the  Joint 
Committee  of  State  Training  Schools,  and  by  the 
Commission  on  Alcoholism,  as  well  as  operation 
of  the  three  hospitals  for  the  mentally  ill, 
and  the  two  institutions  for  the  mentally  defective = 

Sxecutiva  responsibility.   The  Commissioner  of  Mental  Health 


jhould  be  appointed  by  and  be  responsible  to  the  Governor. 
Appointments  ^ould  be  based  oi>6l6arly  defined  standards  of 
raining  and  esqperience;  they  should  be  made  after  consultation 
d.th  an  advisory  group  consisting  of  individuals  of  national 
aninence  in  the  fields  of  medicine,  psychiatry,  public  health 
iati  hospital  adminitetration.  The  term  of  office  should  be  for 
Tour  y«ar8«  The  salary  rate  should  be  hi^  enough  to  attract  and 
lold  well-qualified  persons.  A  ininimum  of  |15,000  to  .|2Q,000  is 
suggested.  The  Cc»iimissioner  should  be  responsible  for  direction 
>f  the  mental  health  program.  He  should  be  given  the  power  of 
appointing  and  removing  from  office  all  subordinate  personnel. 
Including  institution  superintendents,  subject  to  merit  system 
'ules  and  regulations. 
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Advisory  Committees.   The  Commissioner  should  be  assisted  in 
^o3?iBnXation  "o'i   plaiis  and  devalo|Mnent  of  program  by  a  mentalhealth 
advisory  council,  v^osa  functions  should  be  clearly  defined  as  eon- 
suitative.  the  mental  health  advisory  council  should  be  large 
enough  to  include  representatives  from  various  groups  of  citizens 
interested  1#  prooi^tion  of  mental  health,  representatives  of  medicine » 
psychiatry, ?hur sing,  aducation,  social  work,  occupational  therapy, 
physical  therapy,  recreation,  rehabilitation,  the  social  sciences, 
law,  and  other  professions  concerned  with  promotion  of  mental  health. 

An  advisory  committee  on  mental  deficiancy.  should  be  established, 
to  provide  consultation  to  the  Commissioner  of  Mental  Health  and 
his  staff.  The  present  boards  of  trustees  of  the  training  schools 
might  constitute  the  nu^eus  for  such  an  advisory  committee.  The 
committee  should  be  large  enough  to  represent  adequately  citisien 
and  professional  groups  interested  in  problems  of  mental  defect,  as 
well  as  official  and  voluntary  agencies  concerned  with  services  to 
the  mentally  defective* 

An  advisory  committee  qn  alcoholism  should  also  be  established  to 
provide  guidance  to  tW  Commissionar  of  Mental  Health  knd  his  staff*. 
The  present  membership  of  the  Commission  on  Alcoholism  might  be  re- 
constituted as  a  nucleus  for  an  enlarged  c<Mimitte©  of  citizens, 
^oaHnunity  leaders  and  professional  groups  concerned  with  problems 
of  alcoholism,  and  should  include  representation  from  the  courts 
and  law  enforcement  agencies  as  well  as  other  official  or  voltmtary 
agencies  having  an  interest  in  the  prevention  and  treatment  of 
alcoholism*. 

Boards  of  trustees  of  the  individual  institutions  should  be 
abolished.  The  experience  of  the  present  membership  sho;ild,  however, 
be  utilized  in  the  selection  of  members  of  the  advisory  committees » 


Scope  of  Projgramo  The  office  of  the  Commissioner  of  Mental  Health 
sh0\2TTe  Appropriately  staffed  and  equipped  to  carry  out  a  program 
of  the  breadth  indicated  under  "functions".  Foremost  needs  are  for 
©effective  planning,  program  development,  coortination  of  services, 
and  continuing  ©valiiation  of  both  technical  and  management  aspects 
of  the  program.  Also  of  primary  importance  is  the  stimulation  and 
development  of  both  a  basic  research  and  dinioal  investigation 
program  in  the  various  aspects  of  mental  health « 

Int^rna^L  ''^'•ffilffiA^'^t'^""-  ^^^^  respect  to  the  interaal  administrative 
struetnra  of  the  department,  we  believe  that  the  Commissioner  of 
Mental  Health  should  be  given  authority  to  organize  the  program  as 
he  wishes o  We  shoiid  consider  unwise  any  attempt  to  prescribe  by  law 
the  internal  organization  of  the  department.  However,  we  stiggest  that, 
at  the  outset,  four  major  operating  bureaus  might  be  needed!  Mental 
Hospitals,  TCental  D®fici®ncy,  Alcoholism  and  Mental  Hygiene. 
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Staff  services*  Of  primary  importance  in  the  development  of  a 
c<^prebensive  program  for  mental  health  are  such  staff  services  as: 

(a)  A  planned  public  relations  and  public  information 
program  which  will  continuously  interpret  mental 
health  goals,  &he  nature  of  mental  illness; 

(b)  A  statistical  reporting  system  necessary  to  provide 
basic  data  for  effective  administrative  planting 
and  appraisal  of  programs; 

(c)  An  integrated  clinical  research  program  for  the 
mantal  hospitals;  and 

(d)  A  comprehensive  personnel  program  for  non-medical 
personnel  which  vd.ll  include  recruitment,  selection 
and  placement  of  employees,  in-service  training 
and  staff  development,  and  employee  relations. 

Also  of  major  importance  in  providing  patJeat  care  of  high 
quality  is  the  leadership  that  a  Department  of  Mental  Health  should 
be  expected  to  display  in  the  development  of  trainig  programs 
for  psychiatrists  and  related  personnel.  Aggressive  and  sustained 
action  in  developing  residency  and  post-graduate  training  programs 
for  psychiatric  personnel,  in  cooperation  with  medical  schools  and 
other  educational  institutions,  will  go  far  in  attracting  the 
best  qualified  from  professional  fields  serving  the  mentally  ill, 
and  will  contribute  immeasurably  to  the  future  progress,  not  only. 
of  treatment  in  the  hospitals  for  the  mentally  ill,  but  also  of 
preventive  programs. 

Serious  consideration  should  be  given  to  the  development  of  a 
small  psychiatric  hospital,  in  conjunction  with  a  medical  school  or 
teaching  hospital,  which  could  be  used  as  a  psychiatric  training 
and  research  center*  Such  a  hospital  lihit  would  promote  closer 
relationships  betwesn  the  State  institutions  and  educational  institu- 
tions and  would  elevate  the  quality  of  patient  care. 

The  present  facilities  of  the  men&al  hospitals  should  be 
expanded  to  f>rovide  for  more  adequate  rehabilitation  and  follow-up 
programs,  and  enlarged  departments  of  occupational  therapy  and 
social  services. 

Creation  of  a  Department  of  Mental  Health  would,  the  Survey 
Unit  feels,  facilitate  planning  and  direction  of  a  comprehensive 
program  n^ich  could  more  effectively  attack  the  peoblems  associated 
with  mental  disease.  Such  a  Department  would  make  possible  the  plac- 
ing of  increased  emphasis  upon  prevention,  detection  and  early 
treatment  sev^ces  to  out-patients j,  all  of  v^ich  v/ould  be  the  most 
effective  means  of  reducing  the  incidence  of  mental  illness,  of 
lowering  admission  rates  to  mental  hospitals,  and  of  shortening 
the  length  of  institutional  stay.  It  would  contribute  markedly  to 
the  happiness  and  well-being  of  the  people  of  Connecticut  by 
contributing  to  the  reduction  of  delinquency,  broken  homes,  illness 
and  loss  of  earning  power  vrtiich  are  often  associated  with  mental 
illness. 
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A  single  Department  of  Mental  Health  wou3.d  also  centralise 
responsibility  for  sound  planning  for  classification  of  special 
groups  of  the  mentally  ill,  and  for  develoi»nent  of  programs  and 
appropriate  facilities  for  those  special  groups.  More  rapid  progress 
eould  be  iaade  in  the  solution  of  such  pressing  problems  in  this 
field  as  institutional  and  treatment  facilities  for  (1)  the  mentally 
ill  convicted  of  crime,  42)  the  tuberculous  mentally  ill,  and  (3) 
children  vdth  severe  mental  and  emotional  disturbances,  and  (4) 
senile  persons  with  various  degrees  of  mental  disturbances. 

(2)  Board  of  .Plann^nf^  and  R^sourc^s 

Composition  and  authority.  The  Board  would  be  composed 
of  the  Comaiissioners  of  Health,  Mental  Health  and  Welfare.  It 
would  fesw^  responsibility  for  inter-departmental  planning  and  co- 
ordiis^if^^  ixi  the  fields  of  health,  hospitals  and  medical  care  and 
related  welfare  services.  The  board  would  be  directly  responsible 
to  the  Governor. 

Staff.  To  carry  out  its  operating  as  well  as  coordinating 
functions,  the  Board  should  employ  well  qualified  staff,  although 
it  is  possible  that  certain  employees  of  the  respective  departments 
might  be  detailed  for  defined  periods  of  service  to  the  Board. 

Functions .  Among  the  functions  of  the  Board  of  Planning  and 
Resources  arei 

(a)  Planning  and  coordination  of  resources  of  hospitals 
atnd  related  facilities,  id.th  a  view  to  maximum 
utilization J 

(b)  Operation  of  the  hospital  survey  and  construction 
program J 

(c|  Consultation  on  capital  expenditures  for  and 
utilizat,ioii  of  State  institutions; 

(d)  Licensing  andinspeetion  of  all  hospitals  and 
related  facilities? 

(e)  Collection  and  analysis  of  statistical  and  other 
data  to  determine  costs  of  hospital  c&re  and 
equitable  rates  and  methods  of  reimbursing 
voluntary  hospitals?  "*'"   .   '  ^ 

Administration  of  ^Uubsidies  to  voluntary  hospitals; and 
Ma:M.ng  studies  of  special  .^oblems  in  coordination  of 
healthy  hospital  and' related  resources. 


il! 


Program  rfft^omm^'^dation^l 

(1)  Responsibility  for  admirdstration  of  the  hosp^ts^  and 
health  center  survey  and  construction  program  should  be  fransf erred 
from  th(r  State  Department  of  Health  to  the  proposed  Board  of  Planning 
and  Resources.  ThB   present  scope  of  the  program  should  bev  broadened 
to  include  activities  primarily  concerned  with  effective  coordination 
of  existing  facilities,  rather  than  merely  distribution  of  funds  for 
construction o  The  organisational  unit  under  the  Board  of  Planning 
aad  Resources  wnich  is  assigned  responsibility  for  hospital  planning 
snd  coordination  should  b©  adequately  staffed  to  provide  forward- 
looking  leadership  and  technical  competence  in  the  diverse  aspects 
of  hospital  planning  and  administration. 
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(2|()  The  present  programs  of  inspection  and  licensing  carried 
on  in  the  State  Department  of  Health,  Public  Welfare  Council  and 
State  Tuberculosis  Commission  are  in  need  of  clarification  and 
elimination  of  duplication.   An  organizational  subdivision  under 
the  direction  of  the  Board  of  Planning  and  Resources  should  be  set 
up  to  discharge  the  State's  responsibility  for  licensing  of  institu- 
tions and  related  facilities  in  the  health,  mental  health  and 
welfare  fields.  It  should  work  in  close  association  vdth  the 
hospital  construction  program.  (See  Appendix  C  for  supplementary 
recommendations . } 

(3)  Because  State  grants  to  voluntary  hespitals  are  so  closely 
related  to  problems  of  payment  for  carl^o  the  more  general  problems 
of  coordination  of  resources,  responsibility  for  administering  the 
grants  program  should  be  transferred  from  the  legislative  to  the 
executive  branch  of  the  State  government. 

(4)  Careful  consideration  should  be  given  by  the  proposed  Board 
of  Planning  and  Resources  to  the  advisability  of  perpetuating  the 
subsidy  program.  Lump~svtm  subsidies,  mads  without  regard  t©  services 
rendered  to  the  State  for  the  care  of  specific  patients,  or  without 
specific  conditions  or  , criteria,  tend  to  become  wasteful  and  in- 
effective. If  lianp-sum  subsidies  to  volvintiary  hospitals  are  continued, 
they  should  be  based  upon  equitable  standards,  objectively  arrived 

at,  and  shoiild  be  conditioned  upon  certain  specific  criteria.  For 
example,  paz^tiolpation  in  educational  progrrams  foy&edical  personnel, 
or  the  undertaking  of  demonstration  or  experimental  programs,  or  the 
allocatioix  of  a  specific  number  of  beds  for  use  of  State  patients 
are  types  of  specific  criteria  *4iich  might  be  established. 

As  the  Sfiate  implements  its  policy  of  paying  for  hospital  eare 
of  its  b®neficiarie.S;  at  rates  which  are  based  on  costs  of  services, 
voluntary  hespitals  shotild  be  adequately  compensated  and  should  not 
require  subsidies  -^xeept  for  clearly  defined  pxirposes.  Miens ver  a 
voluntary  agwicy  accfrpts  grants  from  tax  funds,  it  also  accepts,  in 
varying  degrei^s^^  a  measure  of  control  from  the  State.  In  order  to 
preserve  the  iiidepend®^^^  a^^  freedom  of  the  voluntary  hospitals, 
it  seems  preferable;  to  make  State  grants- oi^y  for  contractual 
services,  or  in  pajaieHt  of  costs  of  cars  of  specific  patients  => 

(5)  In  the  i«tsrs^  of  maximum  utilisation  of  existing  resources, 
the  S&ate  of  Conneietleut  should  continue,  to  purchase  cars,  ^anever 
possible,  in  general  hospitals,  rather  iefaan  to  construct  and  operate 
additional  f acilities  f©t  geaerai  hospital  care. 

In  purchasing  cars  from  general  hospitals.  State  agencies  should 
pay  for  esi^  at.ijiiiir' aflJsi  reasonable  rates,  based  on  costs  of 
services,  and,  wiM^h  adequate  provision  for  assuring  quality  of 
hospital  care.  # 

In  discharging  its  responsibilitiss  for  planning  and  co- 
ordination, the  State  €^  Connecticut  sho\ild  ass\2me  a  position  of 
leadership  in  developing  adequate  cost  accounting  systems  in  general 
hospitals,  in  cooperation  with  approrpiate  organizations  such  as  the 
Consecticut  Hospifcal; Association  and  regional  hospital  councils,  as 
they  are  developed. 
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Transfer  of  Other  Hospital  Functions  to  Existing  Departments 

(1)  Statue  Department  of  Health 

Tuber c\ilo sis  Control*  The  functions  of  the  Tuberculosis  Commission 
should  be  transferred  to  the  State  Department  of  Health.  The 
Commission  should  be  abolished  as  an  admini'stratlve  board o  A 
tubercvdosis  advisory  committee  should  be  established  to  provide 
adequate  representation  of  citizens  and  voluntary  agencies  concerned 
with  tuberculosis  control.  The  present  membership  of  the  Commission 
mi^t  be  considered  a  nucleus  for  the  advisory  committee  to  the 
Commissioner  of  Health  and  his  tuberculosis  control  staff. 

The  case-finding  and  other  out-patient  services  of  the  present 
Commission  should  be  integrated  with  other  detection,  diagnostic 
and  treatment  services  provided  by  the  State  Department  of  Health 
and  local  health  i«iits  operating  in  the  State,  preferably  through 
the  development  of  general  screening  clinics  designed  to  detect  a 
variety  of  diseases.  The  concept  of  the  nee  d  for  integration  of 
services  to  the  individual  patient  from  detection  of  the  disease, 
through  diagnosis p  treatment  and  rehabilitation,  and  follow-up  care, 
should  be  basic,  regardless  of  the  location  of  the  program  in  the 
administrative  structure  of  the  State  government. 

Ghronit^  Illness.  In  recommending  that  the  Commission  on  Care  and 
treatment  of  the  Chronically  111,  Aged  and  Infirm  be  abolished  and 
its  functions  transferred  to  the  Departanentsof  Health  and  Welfare, 
the  Survey  Unit  recognizes  that  problems  of  old  age  and  of  long-term 
illnesses  are  often  closely  associated  and  that  a  dividing  line  is 
almost  impossible.  Services  for  the  aged  and  the  chronically  ill, 
however,  fall  into  two  main  classifications:  health  and  welfare. 

The  Commission's  functions  with  respect  to  medical  and  hospital 
care  of  chronically  ill  persons  should  be  integrated  with  other 
health  services  of  the  Department  of  Health o  Full  use  of  the  Depart- 
ment's staff  services  in  the  areas  of  public  relations,  statistics 
and  research  could  b©  expected  to  produce  more  effective  services 
and  increased  efficiency  of  operations.  Detection  and  Diagnosis 
of  many  chronic  illnesses  could  be  accoHl|^li shed  more  economically  if 
the  health  department  were  to  develop  a  system  of  general  screening 
exainations,  designed  to  detect  a  variety  of  dissases,ia  place  of 
the  present  inadequate  and  expensive  process  of  conducting  separate 
detection  programs  for  such  diseases  as  cancer,  heai*t,  diabetes  and 
tuberciilosis. 

An  advisory  committee  on  chronic  illness  shooLd  be  set  up  to 
provide  guidance  to  the  Commissioner  and  his  staff.  It  should  be 
broadly  representative  of  the  various  citizen  and  professional  groups 
ioncerned  with  problems  in  the  care,  treatment  and  rehabilitation  of 
the  chronically  ill c 

Increased  emphasis  should  be  placed  on  assisting  general 
hospitals  to  enlarge  their  services  for  the  chronically  ill,  by 
establishing  units  for  active  treatment  and  rehabilitation,  increasing 
the  out-patient  clinic  facilities  for  ambulatory  patients,  setting  up 
home  care  programs  and  developing  other  extrannural  extensions  of 
hospital  service. 
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Community  agencies  should  also  be  encouraged  to  develop  and 
expand  programs  of  visiting  nurse  and  housekeeping  service  to 
chronically  ill  patients  in  their  own  homes.  In  many  instances 
such  services  make  hospitalization  unnecessary  and  shorten  the 
period  of  hospitalization,  thereby  reducing  the  total  cost  of  care 
for  the  chroni sally  ill. 

Medical  care  of  veterans.  Functions  of  the  Veterans*  Home  and 
Hospital  Goraraission  which  relate  to  hospital  and  medical  care  of 
veterans  should  be  transferred  to  the  State  Department  of  Health; 
their  administration  should  be  appropriately  integrated  with  other 
medical  and  hospital  programs  of  that  department. 

Medical  and  hospital  care  of  public  assistance  recipj^ienta  and 
other  needy  persons.  Transfer  of  responsibility  for  medical  and 
other  health  services  for  clients  of  public  assistance  agencies  to 
the  health  department  would  have  positive  values  in  furthering 
the  integration  of  preventive  and  curative  services.  Under  the 
present  method  of  providing  care,  emphasis  is  placed  on  care  of 
emergency  conditions,  with  inadequate  consideration  of  rehabilitation 
or  preventive  services. 

Careful  consideration  should  be  given  to  developing  a  State- 
local  program  within  the  framework  of  the  health  department  and 
local  health  units.  \J 

Morbidity  reporting.  The  present  statistical  program  of  the  health 
aeparx^men-c  snouia  be  broadened  to  include  the  installation  and 
maintenance  of  a  system  of  morbidity  reporting,  in  cooperation 
with  all  hospitals  in  the  State. 

1/  Maryland  is  the  one  State  whihh  has  developed  a  general  medical 
care  program  within  the  framework  of  the  health  department,  under 
1945  legislation.  The  Maryland  medical  care  plan  is  in  operation 
in  the  23  counties;  a  special  Baltimore  plan  has  been  developed  to 
serve  the  city.  Under  the  Maryland  plan,  a  Bureau  of  Medical 
Services  was  created  in  the  State  Department  of  Health,  charged 
with  responsibility  for^upier vision  of  county  health  departments  in 
providing  medical  care  of  tfee  indigent  and  medically  indigent. 
County  welfare  ; departments  determining  eligibility  for  public  medical 
care  certify  names  to  local  health  departments.  Local  practitioners 
are  used.  Payment  of  physicians  and  other  personnel  (professional) 
is  on  a  fee-for-service  basis.  Costs  are  borne  by  the  State  and 
county  health  departments.  The  Baltimore  City  plan  differs  in 
several  respects.  It  is  administered  by  the  City  Health  Department, 
through  a  Medical  Care  Sect^ion.  Costs  are  shared  by  the  City  and 
State.  The  program  covers  only  the  indigent.  The  City  Department 
of  Public  Welfare  determines  eligibility  and  certifies  to  the  city 
health  department  the  names  of  public  assistance  recipients.  Payment 
for  physicians,  and  clinic  services  is  on  a  capitqtion  badsj  payments 
to  dentists  and  pharmacists  ison  a  fee-for-service  basis.  In  general, 
practicing  physicians  provide  home  and  office  care  although  the 
initial  examination,  special  clinic  and  laboratory  services  are 
provided  through  the  two  teaching  hospitals  —  the  University  of 
Maryland  and  Johns  Hopkins  University  Hospital. 
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Chapter  V 

(2)  State  Department  of  Welfare 

Domiciliary  care  and  welfare  services  to  the  aged  and  lnfl,rm.  The 
responsibilities  of  the  Commission  on  Care  and  Treatment  of  the 
Chronically  111,  Aged  and  Infirm  that  are  essentially  domiciliary  in 
nature  should  be  assumed  by  the  Department  of  Welfare.  An  advisory 
committee  in  the  field  of  problems  of  old  age  should  be  established 
to  provide  consultation  to  the  Commissioner  of  Welfare  and  his  staff. 
Use  of  the  department's  staff  services  in  the  fields  of  statistics, 
research  and  public  relations  should  contribute  to  the  economy  and 
effectiveness  of  operations. 

Domiciliary  care  and  welfs^re  services  to  veterans.  Responsibility  for 
domiciliary  care,  financial  assistance  and  related  services  to 
veterans,  should  be  assured  by  the  State  Department  of  Welfare,  and 
appropriately  integrated  with  administration  of  similar  programs 
for  non- veterans. 

However,  w©  recognize  that  there  may  be  continued  public 
support  for  provision  of  services  to  veterans  as  a  special  group, 
through  the  maintenance  of  one  or  more  veterans*  agencies.  In  that 
event,  we  should  like  to  see  the  present  agencies  serving  veterans 
consolidated  into  a  single  department  of  veterans^  affairs.  Such  a 
department  should,  we  believe,  have  responsibility  for  the  domiciliary 
and  other  functions  of  the  VHHC.  We  strongly  urge  that,  in  any 
case,  the  hospital  functions  of  the  VHHC  be  transferred  to  the  State 
Department  of  Health* 


